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INTRODUCTION  

 

Porencephaly is an extremely rare cephalic disorder involving encephalomalacia (1). Its 

etiology remains not entirely elucidated and manifests as a neurological condition affecting the 

central nervous system (2). This condition is characterized by cysts or cavities in the cerebral 

hemisphere, representing a neurological disorder of the central nervous system (3). 

Here, we presented a case of a porencephalic cyst, which is a rare cause of headache in adults. 

 

 

 

CASE 

 

A 25-year-old male patient presented to our emergency department with a recent onset of 

headache. On arrival, his Glasgow Coma Scale (GCS) was 15, vital signs were stable, and he 

had no fever. Physical examination did not reveal neck stiffness, and cranial nerve examinations 

were normal. There was no evidence of an infectious focus in the patient. Brain computed 

tomography (CT) imaging revealed asymmetric enlargement in the left lateral ventricle, with a 

hypodense lesion extending towards the left supraventricular level adjacent to the lateral 

ventricle (Image 1,2 and 3). The CT report indicated no midline shift. The patient was consulted 

to the Department of Neurosurgery. The consultation resulted in the diagnosis of a 

porencephalic cyst based on the CT findings, with no evidence of edema or midline shift. Since 

no urgent pathology was identified, the patient was discharged with recommendations for 

outpatient follow-up at the Neurosurgery Clinic, with a Brain MRI requested. The patient 

benefited from analgesic treatment in the emergency department and was discharged with 

instructions. 



2 

 

 

DISCUSSION 

 

Porencephaly was coined by Heschl in 1859 to describe a cavity within the human brain (4). 

The term "porencephaly" is derived from Greek roots, meaning "holes in the brain" (5). It 

represents a cavity within the cerebral hemisphere with a smooth wall covered by gliotic or 

spongy white matter, containing cerebrospinal fluid. Typically, the cavity communicates 

directly with the ventricular system and is often found in regions supplied by cerebral arteries. 

In other instances, it may be separated by a thin layer of brain tissue and covered externally by 

the arachnoid (2). These cysts and cavities are often the result of destructive (encephaloclastic) 

processes but can also arise from abnormal development (malformation), direct injuries, 

inflammatory processes, or hemorrhages (6). The prevalence is approximately 3.5 per 100,000 

live births, with very rare reports in adults (2,7). 

The cavities can vary significantly in size and location; they can be cortical or subcortical, 

unilateral or bilateral, single or multiple. Porencephalic cysts can be classified as congenital or 

acquired: it has been suggested that they are triggered by a vascular supply disorder leading to 

cerebral degeneration. Congenital porencephalic cysts result from intrauterine vascular injury 

leading to cerebral ischemia or intra-parenchymal hemorrhage. Acquired porencephalic cysts 

are secondary to injuries occurring later in life, such as trauma, surgery, ischemia, or infection 

(2). In childhood, undiagnosed head trauma can result in the widening of the fracture line over 

time, leading to the formation of a leptomeningeal cyst that can eventually merge with the 

ventricle towards adulthood, forming a porencephalic cyst (8). 

Cysts and cavities can cause a variety of symptoms. The symptoms of porencephaly vary 

depending on neuronal loss following cyst formation or the mass effect of the cyst itself (2). In 

the literature, psychiatric disorders such as seizures, visual, speech, and hearing impairments, 

rhinorrhea, otorrhea, schizophrenia, and psychosis have also been reported (9,10). 

In diagnosis, Brain CT scan reveals an intracranial cyst with well-defined borders and central 

hypodensity attributed to cerebrospinal fluid. Mass effect on adjacent parenchyma is usually 

not observed, although very large cysts may locally cause such effect. Brain Magnetic 

Resonance Imaging (MRI), along with cerebrospinal fluid signal, may depict a well-defined 

cyst within the brain parenchyma covered by white matter. Neurosurgical treatment is reserved 

primarily for symptomatic patients, such as those with drug-resistant epileptic seizures. There 
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is no literature discussing treatment for asymptomatic porencephalic cases that require only 

monitoring (2). 
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¥ZET 

 

Giriĸ 

 

Harjola-Marable Sendromu, Median Arkuat Ligamanôēn (MAL) ­ºlyak artere kompresyonu 

sonucu oluĸan bir hastalēktēr. Genellikle postprandiyal karēn aĵrēsē ile karakterizedir. Burada 

karēn aĵrēsē nedeniyle acil servise baĸvuran ve bilgisayarlē tomografi (BT) anjiografisi 

kullanēlarak Harjola-Marable Sendromu tanēsē alan bir vaka anlatēlacaktēr. 

Olgu 

 

47 yaĸēnda kadēn hasta acil servise ĸiddetli epigastrik karēn aĵrēsē ile baĸvurdu. Abdominal 

osk¿ltasyonda epigastrik bºlgede dinlemekle ¿f¿r¿m saptandē. BT anjiografide proksimal 

­ºlyak arterde fokal daralma ile poststenotik dilatasyon ve ­ºlyak arterin ¿st kēsmēnda girinti 

gºr¿ld¿ (ķekil 1). Harjola-Marable Sendromu d¿ĸ¿n¿ld¿ ve genel cerrahiye kons¿lte edildi. 

Genel cerrahi tarafēndan elektif laparoskopik cerrahi d¿ĸ¿n¿lerek servise interne edildi. 

Tartēĸma 

 

Patofizyolojide sadece ­ºlyak arterin kompresyonuna baĵlē mezenterik iskemi deĵil aynē 

zamanda ­ºlyak ganglion ve pleksusun basēsēna baĵlē nºrojenik sit¿milasyonun da rol oynadēĵē 

d¿ĸ¿n¿lmektedir. En spesifik tanē yºntemi BT anjiografidir. Tedavide temel yaklaĸēm ­ºlyak 

arter ¿zerindeki basēnēn kaldērēlmasēdēr. 

Sonu­ 

 

Tanēya ulaĸmanēn yolu ºnyargēsēz detaylē alēnan bir anamnez, epigastrik bºlgede ekspiryumda 

y¿kselen ¿f¿r¿m ve ĸ¿phe halinde ­ekilen BT anjiografidir. 

Anahtar Kelimeler:  Harjola-Marable Sendromu, median arkuat ligaman, ­ºlyak arter 
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ABSTRACT 

 

Introduction  

 

Harjola-Marable Syndrome is a disease caused by compression of the Median Arcuate 

Ligament (MAL) into the celiac artery. It is usually characterized by postprandial abdominal 

pain. Here, we will describe a case who was admitted to the emergency department due to 

abdominal pain and diagnosed with Harjola-Marable Syndrome using computed tomography 

(CT) angiography. 

Case 

 

A 47-year-old female patient was admitted to the emergency department with severe epigastric 

abdominal pain. During abdominal auscultation, a murmur was detected in the epigastric 

region. CT angiography showed focal narrowing of the proximal celiac artery, poststenotic 

dilatation, and indentation in the upper part of the celiac artery (Figure 1). Harjola-Marable 

Syndrome was considered and general surgery was consulted. He was admitted to the ward by 

the general surgeon considering elective laparoscopic surgery. 

Discussion 

 

It is thought that not only mesenteric ischemia due to compression of the celiac artery but also 

neurogenic stimulation due to compression of the celiac ganglion and plexus plays a role in the 

pathophysiology. The most specific diagnostic method is CT angiography. The basic approach 

to treatment is to remove the pressure on the celiac artery. 

Conclusion 

 

The way to reach the diagnosis is an unbiased, detailed anamnesis, a murmur that rises with 

expiration in the epigastric region, and CT angiography in case of doubt. 

Keywords: Harjola-Marable Syndrome, median arcuate ligament, celiac artery 
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GĶRĶķ 

 

Harjola-Marable Sendromu, diyafragmanēn median arkuat ligamanēnēn (MAL) ­ºlyak artere 

basēsē sonucu meydana gelen bir hastalēktēr. Median Arkuat Ligaman Sendromu (MALS), 

¢ºlyak Arter Kompresyon Sendromu, Dunbar Sendromu isimleri ile de adlandērēlmaktadēr (1). 

Tipik olarak postprandiyal karēn aĵrēsē, kilo kaybē ve epigastrik bºlgede ¿f¿r¿m triadē ile 

karĸēmēza ­ēkmaktadēr. Genellikle diĵer organik patolojiler dēĸlandēktan sonra tanē 

konulabilmektedir. 

Yapēlan ­alēĸmalarda gºr¿lme sēklēĵē %10-24 olup, bunlarēn sadece beĸte birinde semptom 

oluĸturmaktadēr. Kadēnlarda gºr¿lme sēklēĵē erkeklere gºre dºrt kat daha fazladēr. Genellikle 

30-50 yaĸlarē arasēnda ve zayēf bireylerde gºr¿lmektedir (2). 

Fizik muayenede epigastrik bºlgede ¿f¿r¿m duyulabilir fakat bu hastalēĵa spesifik bir bulgu 

deĵildir ve her hastada duyulmayabilir. Tanēda ultrasonografi (USG), BT veya MR anjiografi 

kullanēlabilmektedir. G¿n¿m¿zde batēn i­i patolojileri de gºrebilmek i­in BT anjiografi 

kullanēmē daha yerinde olmaktadēr. 

Tedavide temel yaklaĸēm laparoskopik veya laparotomik cerrahi iĸlem ile ligamanēn ­ºlyak 

arter ¿zerindeki basēsēnē ortadan kaldērmaktēr. 

OLGU 

 

47 yaĸēnda kadēn hasta acil servise ĸiddetli epigastrik karēn aĵrēsē ile baĸvurdu. Son 2.5 ayda 

yaklaĸēk 10 kg kilo verme ºyk¿s¿ var. Aĵrēsē 10 yēldēr var ve genellikle yemek yedikten sonra 

oluyor. Bu sebeple gastroenteroloji polikliniĵine sēk baĸvurusu mevcut. Endoskopi ve 

kolonoskopide patoloji saptanmamēĸ. 6 yēl ºnce histerektomi ºyk¿s¿ mevcut, baĸka ek hastalēĵē 

yok. Proton pompa inhibitºr¿ (PPI) kullanēyor. 

Fizik muayenede vital parametreleri stabil, GKS:15, bilin­ a­ēk, oryantasyon ve kooperasyon 

bozukluĵu yok. Abdominal osk¿ltasyonda epigastrik bºlgede dinlemekle ¿f¿r¿m saptandē. 

Batēn palpasyonu ile hassasiyet, defans, rebaund saptanmadē. Diĵer sistem muayeneleri olaĵan. 

 

Acil serviste semptomatik PPI ve analjezi tedavisi ile rahatlama saĵlanamadē. Alēnan kan 

tetkiklerinde patoloji saptanmadē. Postprandiyal aĵrēsē olan ve osk¿ltasyonda ¿f¿r¿m duyulan 
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hastadan BT Anjiografi istendi. BT anjiografide proksimal ­ºlyak arterde fokal daralma ile 

poststenotik dilatasyon ve ­ºlyak arterin ¿st kēsmēnda girinti gºr¿ld¿ (ķekil 1). 

 

 

ķekil 1 Proksimal ­ºlyak arterde fokal daralma (mavi ok), poststenotik 

dilatasyon (yeĸil ok), ­ºlyak arterin ¿st kēsmēnda girinti (kērmēzē ok). 

Harjola-Marable Sendromu d¿ĸ¿n¿ld¿ ve genel cerrahiye kons¿lte edildi. Genel cerrahi 

tarafēndan elektif laparoskopik cerrahi d¿ĸ¿n¿lerek servise interne edildi. 

TARTIķMA 

Harjola-Marable Sendromu, yapēlan otopsi ­alēĸmalarēnda sēk oranda gºr¿lmekle birlikte 

g¿nl¿k pratikte semptomatik hastalēk ­ok nadir olup binde iki  oranēnda rastlanmaktadēr. MAL, 

psoas majºr kasē boyunca uzanan ve birinci veya ikinci lomber vertebranēn medialinde 

sonlanan, diyafragmanēn tendinºz bir yapēsēdēr. Aortanēn ºn y¿z¿n¿ oluĸturan MAL, ­ºlyak 

arterin yukarēsēnda bulunmaktadēr. Anatomik olarak ligamanēn aĸaĵē yerleĸimli ya da ­ºlyak 

arterin yukarē yerleĸimi sonucunda hastalēk meydana gelmektedir. Ayrēca patofizyolojide 

sadece ­ºlyak arterin kompresyonuna baĵlē mezenterik iskemi deĵil aynē zamanda ­ºlyak 

ganglion ve pleksusun basēsēna baĵlē nºrojenik sit¿milasyonun da rol oynadēĵē d¿ĸ¿n¿lmektedir 

(3). 
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Klinik bulgular ­ºlyak arterin kompresyonu ile ortaya ­ēkmaktadēr. ¥zellikle en sēk gºr¿len 

semptomlar postprandiyal karēn aĵrēsē, kilo kaybē, bulantē ve kusmadēr. Semptomlar derin 

ekspiryumda diyafragmanēn pozisyon deĵiĸtirmesi ile en ¿st seviyeye ­ēkar. Fizik muayene 

genellikle normaldir. Epigastrik bºlgeden duyulan ¿f¿r¿mden baĸka fizik muayene bulgusu 

yoktur. Bu nedenle hastalar genellikle ilerleyen yaĸlarda ve bir­ok baĸvuru sonrasēnda tanē 

almaktadēr. 

Tanēda doppler USG, BT anjiografi veya MR anjiografi kullanēlabilmektedir. En spesifik tanē 

yºntemi BT anjiografidir. BT anjiografideki bulgular, poststenotik dilatasyon ile proksimal 

­ºlyak arterde fokal daralma, ­ºlyak arterin ¿st kēsmēndaki girinti ve ­ºlyak arterin kanca 

ĸeklindeki konturudur (4). 

Tedavide temel yaklaĸēm ­ºlyak arter ¿zerindeki basēnēn kaldērēlmasēdēr. Cerrahi olarak 

laparoskopik veya laparotomik MALôēn kesilmesi ile genellikle tedavide baĸarē saĵlanmaktadēr. 

Ķĸlem sonrasēnda arterdeki akēm yeterli saĵlanmazsa by-pass veya anjioplasti yºntemleri 

uygulanabilmektedir (5). 

SONU¢ 

 

Harjola-Marable Sendromu, acil serviste tanēsē zor konulan bir hastalēktēr. Hastalar genellikle 

acil servis veya polikliniklere tekrarlayan karēn aĵrēsē ile baĸvurmakta ve tanē alamamaktadēr. 

Tanēya ulaĸmanēn yolu ºnyargēsēz detaylē alēnan bir anamnez, epigastrik bºlgede ekspiryumda 

y¿kselen ¿f¿r¿m ve ĸ¿phe halinde ­ekilen BT anjiografidir. 
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Introduction and Purpose: The SARS-CoV-2 type COVID-19 disease, which started in the 

city of Wuhan, China in December 2019, quickly spread worldwide and became a pandemic. 

Microbiological and radiological examinations are used for the diagnosis of COVID-19 

infection. COVID-19 disease affects vascular structures and leads to diseases such as 

myocardial infarction, ischemic stroke, and venous circulation disorders due to vascular 

occlusion. In this study, we investigated the relationship between COVID-19 disease and 

patients diagnosed with ischemic stroke admitted to our emergency department. During this 

process, we compared the hematological and biochemical parameters of the patients. 

Materials and Methods: Our study is a retrospective study, including adult patients aged 18 

and over who presented to the emergency department of Manisa Celal Bayar Hospital with 

imaging-diagnosed or clinically suspected stroke during the pre-pandemic period from March 

10, 2019, to March 10, 2020, and during the pandemic period from March 11, 2020, to March 

11, 2021. All parameters were recorded by scanning patient files through the Hospital 

Information Management System (HIMS) 

Results and Conclusion: 211 cases were included before the pandemic, while 224 cases were 

included during the pandemic. Both groups had a higher proportion of male patients. Among 

those before the pandemic, 150 and during the pandemic, 144 had at least one chronic illness. 

Ischemic stroke was diagnosed in 174 (82.5%) cases before the pandemic and 186 (83%) cases 

during the pandemic. Significant differences were observed in respiratory rates and ALT values 

between the groups. Statistically significant differences were also found in fever levels and 

respiratory rates based on COVID-19 status. COVID-19 particularly affects vascular structures, 



12 

 

 

leading to hypercoagulability, resulting in various conditions including stroke. Understanding 

the relationship between COVID-19 and stroke and investigating the mechanisms could be 

crucial for early diagnosis and implementing preventive measures such as anticoagulation to 

reduce morbidity and mortality in COVID-19 patients. 

Keywords: Covid-19, stroke, pandemic 
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Psoas Abscess Detected After Abdominal Imaging in a Patient Whose Findings Can Be 

Explained by Urinary System Infection 

 

 

Introduction  

 

Urinary tract infections (UTI) have an important place among the causes of emergency 

department (ED) admissions. UTI is the name given to bacterial colonisation of a part of the 

urinary tract and the inflammation table that develops due to this. UTI can be classified as lower 

and upper UTI according to the infected part of the urinary tract; infections limited to the 

bladder are called lower UTI, while those involving infection and inflammation of the kidney 

tissue are called upper UTI or pyelonephritis. Fever, abdominal pain and dysuria are the most 

common symptoms in UTI patients, and when considered together with the incidence of the 

disease, the preliminary diagnosis of the ED physician is almost always UTI in patients 

presenting with these complaints (1,2). 

Psoas abscess (PA) is a rare disease with high mortality and morbidity (3). Primary PA develops 

when infective pathogens reach the psoas muscle via haematogenous route and colonise there. 

Diabetes, acquired immunodeficiency syndrome, renal failure or any other cause of 

immunosuppression are predisposing factors for primary PA. Secondary PA develops when an 

infection in another tissue spreads to the psoas muscle. Pyelonephritis, intestinal or vertebral 

infections are important in the aetiology of secondary PA (3,4). 

Case 

 

87-year-old woman was admitted to the ED by ambulance with complaints of chills, shivering, 

abdominal pain, and general condition deterioration. It was learned that the patient had 

hypertension, coronary artery disease, congestive heart failure and was bedridden due to 

ischaemic stroke 3 years ago. The patient's relative stated that the patient had been using a 

urinary catheter continuously for 3 years and the catheter was last changed 3 days ago by home 

care services. The patient's arterial blood pressure was 90/58 mmhg, pulse rate was 122/min, 

fingertip oxygen saturation was 87% and body temperature was 37.3 ÁC. A detailed physical 

examination was performed. On admission, the patient was conscious but orientation and co- 

operation were limited. Respiratory sounds were normal, no pathological sound was heard. The 
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abdomen was distended and diffuse tenderness was found on abdominal examination. No signs 

of defence or rebound were found. Blood tests revealed WBC 6500/mm3, CRP 17 mg/dL, 

creatinine 0.7/mg/dL and procalcitonin 0.25 ng/mL. Urinalysis revealed abundant leucocytes, 

but nitrite was negative. The fluid coming from the urinary catheter had a pyuric appearance. 

In the light of the present laboratory and physical examination findings, UTI due to long-term 

catheterisation was considered. Contrast-enhanced abdominal tomography (CT) examination 

was planned to rule out possible intra-abdominal pathologies in the patient who was unable to 

express himself due to a history of stroke and had a septic appearance. CT scan showed a 

loculated fluid appearance in the left psoas muscle extending to the splenic neighbourhood and 

reaching extrarenal level in the axial plane (Image 1). The current appearance was interpreted 

in favour of abscess. Grade 3 hydronephrosis in the left kidney and a 2 cm stone in the ureter 

lumen were also detected. A nephrostomy catheter was inserted in the left kidney by the 

interventional radiology department. It was observed that purulent content was coming from 

the catheter. The patient was consulted with the departments of general surgery, urology and 

infectious diseases for further hospitalisation and treatment. The joint decision of the 

departments was to intern the patient in the intensive care unit and to give antibiotherapy. Since 

there was no available intensive care bed in our hospital, the patient was referred to another 

hospital. 

Discussion 

 

The classical triad of PA symptoms includes fever, flank pain and limitation in hip movements, 

but a few patients have these three symptoms together. In most patients with PA, the symptoms 

are not sensitive or specific; therefore, the diagnosis of PA is either made incidentally or delayed 

after the picture worsens (4,5,6). Our patient had a long history of urinary catheterisation 

suggesting the diagnosis of UTI in the foreground. Abdominal pain and fever are frequently 

observed complaints in UTI. Elevated CRP, an inflammatory marker, and pyuria also make UTI 

an appropriate prediagnosis. The nature of the pain and its relation with body movements are 

not known in the patient who cannot express herself and cannot be co-operated because of a 

previous stroke. The absence of defence or rebound findings leads us away from the diagnosis 

of acute abdomen. At this point, initiation of appropriate antibiotherapy and hospitalisation with 

the diagnosis of UTI would not be considered a wrong practice. However, in patients who 

cannot express themselves due to reasons such as Alzheimer's disease, neurodegenerative 

diseases and previous stroke, anamnesis and physical examination may not be sufficient to 
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reach the diagnosis. In these patients, imaging modalities will allow the detection of many 

pathologies that may be missed. The gold standard diagnostic method in the diagnosis of PA is 

CT. The diagnosis of PA in our patient was made in this way. 

In the development of PA, spread of infection of the surrounding tissues to the psoas muscle is 

also effective in addition to haematogenous pathogens (3,4). In our patient, it was thought that 

the current clinical picture developed with the spread of an infection originating from the 

urinary system to the psoas muscle. Long-term urinary catheterisation contributed to the 

development of UTI in our patient, but another predisposing factor was urinary tract calculi 

(UTC) with a diameter of 2 cm in the ureter. UTC causes stasis in the urinary system by 

preventing or slowing down urine outflow, which predisposes to UTI (7). 

Antibiotherapy is indicated in the treatment of PA and abscess drainage is performed in 

appropriate patients (8). In our patient, a nephrostomy catheter was inserted because of grade 3 

hydronephrosis, but the psoas abscess was not drained. Follow-up with antibiotherapy was 

found to be sufficient in the first evaluation. 

Conclusion 

 

PA is a disease with non-specific or non-sensitive symptoms and is often diagnosed incidentally 

or delayed. In patients who are unable to express themselves, in poor general condition, and in 

a frail state, physical examination and laboratory findings, as well as imaging tests to be 

ordered, will  prevent the diagnosis of PA from being missed or delayed. Prevention of delay in 

diagnosis and early treatment will prevent mortality and morbidity due to PA. 
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¥zet 

Giriĸ 

Ķskemik inme vask¿ler nedenler dēĸēnda bir neden olmaksēzēn fokal serebral fonksiyon kaybē 

ile ortaya ­ēkan klinik bir durumdur. Ķnmelerin yaklaĸēk %87ôsini iskemik inmeler 

oluĸturmaktadēr. Pulmoner Tromboemboli (PTE), derin ven trombozunun erken 

komplikasyonlarēndan biri olup hayatē tehdit eden akut bir klinik tablodur. Toplumda sēk 

gºr¿len ºnemli bir saĵlēk problemi olan PTE nin insidansē yaklaĸēk 23-2697/100000 

civarēndadēr. Serebrovask¿ler Olay (SVO) ve PTE nadir gºr¿lmekle birlikte bu tanēlarēn eĸ 

zamanlē olarak saptandēĵē hastalarēn insidansē bilinmemektedir. 

Olgu 

 

65 yaĸēnda bilinen hipertansiyon (HT) ve morbid obezite tanēlē kadēn hasta 4 g¿nd¿r olan gºĵ¿s 

aĵrēsē, ­arpēntē ve ºks¿r¿k ĸik©yeti ile dēĸ merkez acil servise baĸvurdu. Dēĸ merkez acil serviste 

yapēlan tetkiklerde Elektrokardiyogram (EKG) atriyal fibrilasyon ile uyumlu olan hastanēn 

yapēlan kan tetkiklerinde kardiyak enzimlerinde y¿kseklik olmasē ¿zerine Akut Koroner 

Sendrom (AKS) ºn tanēsē ile acil servisine sevk edildi. Acil  serviste tam monitºrize olarak takip 

edilen hastada ani baĸlangē­lē konf¿zyon, sol ekstremitelerde g¿­s¿zl¿k (kas g¿c¿ 0/5 olarak 

deĵerlendirildi.), sol santral fasial paralizi ve dizartri geliĸmesi ¿zerine SVO ºn tanēsēyla santral 

gºr¿nt¿leme yapēldē. Eĸ zamanlē SVO ve PTE saptanan hasta servis takiplerinin 8. g¿n¿nde 

tedavisi tamamlanan hasta oral antikoag¿lan re­etesi d¿zenlenerek ĸifa ile taburcu edildi. 

Tartēĸma 
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Bu olgu raporu, nadir gºr¿len ancak klinik a­ēdan ºnemli olan eĸ zamanlē SVO ve PTE 

birlikteliĵini sunmaktadēr. Hem SVO hem de PTE, ciddi morbidite ve mortalite ile 

iliĸkilendirilen acil durumlar olup, her ikisi de vask¿ler patofizyolojinin farklē yºnlerini temsil 

etmektedir. Yapēlan kardiyak tetkiklerde AF saptanmēĸ olup hastanēn daha ºncesinde HT 

tanēsēnēn olmasēyla tromboembolik olaylarēn riskinin daha da arttēĵē d¿ĸ¿n¿lebilir. 

Sonu­ 

 

Bu olgu raporu, nadir gºr¿len ancak ciddi sonu­lara yol a­abilen eĸ zamanlē SVO ve PTE 

birlikteliĵini, bu t¿r vakalarda, erken tanē, uygun tedavi ve multidisipliner yaklaĸēmēn ºnemi 

vurgulanmaktadēr. Hastalarēn takibi ve tedaviye yanētēn izlenmesi, olasē komplikasyonlarē 

ºnlemek ve hastalarēn saĵ kalēmēnē artērmak i­in hayati ºneme sahiptir. 

Anahtar Kelimeler:  Pulmoner emboli, serebrovask¿ler olay, atrial fibrilasyon 
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Abstract 

Ķntroduction 

Ischemic stroke is a clinical condition that occurs with focal loss of cerebral function without 

any cause other than vascular causes. Approximately 87% of strokes are ischemic strokes. 

Pulmonary Thromboembolism (PTE) is one of the early complications of deep vein thrombosis 

and is a life-threatening acute clinical picture. The incidence of PTE, which is a common and 

important health problem in the community, is approximately 23-2697/100000. Although 

Cerebrovascular Event (CVE) and PTE are rare, the incidence of patients with these diagnoses 

simultaneously is unknown. 
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Case 

 

A 65-year-old woman with known hypertension (HT) and morbid obesity was admitted to the 

emergency department of an external center with complaints of chest pain, palpitations and 

cough for 4 days. Electrocardiogram (ECG) was compatible with atrial fibrillation in the tests 

performed in the outpatient emergency department and she was referred to the emergency 

department with a prediagnosis of Acute Coronary Syndrome (ACS) due to elevated cardiac 

enzymes in blood tests. The patient was followed up in the emergency department with full 

monitoring. Upon the sudden onset of confusion, weakness in the left extremities (muscle 

strength was evaluated as 0/5), central facial paralysis and dysarthria, central imaging was 

performed with a prediagnosis of CVE. Simultaneous CVE and PTE were detected and the 

patient was discharged with recovery on the 8th day of the follow-up period after oral 

anticoagulant prescription. 

Discussion 

 

This case report presents a rare but clinically important coexistence of simultaneous CVE and 

PTE. Both CVE and PTE are emergencies associated with severe morbidity and mortality, and 

both represent different aspects of vascular pathophysiology. Cardiac investigations revealed 

AF and the patient had a previous diagnosis of HT, which may have increased the risk of 

thromboembolic events. 

Conclusion 

 

This case report highlights the rare but serious co-occurrence of simultaneous CVE and PTE, 

emphasizing the importance of early diagnosis, appropriate treatment, and a multidisciplinary 

approach in such cases. Monitoring patients and assessing their response to treatment are vital 

to prevent potential complications and improve patient survival. 

Keywords: pulmonary embolism, cerebrovascular accident, atrial fibrillation 

 

 

 

Giriĸ 

 

Ķskemik inme vask¿ler nedenler dēĸēnda bir neden olmaksēzēn fokal serebral fonksiyon kaybē 

ile ortaya ­ēkan klinik  bir durumdur. Semptomlar ge­ici iskemik ataktan farklē olarak 24 saatten 
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uzun s¿rer ve g¿nler i­inde kēsmen ya da tamamen iyileĸebileceĵi gibi sakatlēk ve ºl¿me 

sebebiyet verebilir. Ķnmelerin yaklaĸēk %87ôsini iskemik inmeler oluĸturmaktadēr. (1,2) 

Pulmoner Tromboemboli (PTE), derin ven trombozunun erken komplikasyonlarēndan biri olup 

hayatē tehdit eden akut bir klinik tablodur. Toplumda sēk gºr¿len ºnemli bir saĵlēk problemi 

olan PTE nin insidansē yaklaĸēk 23-2697/100000 civarēndadēr. Yaĸ arttēk­a gºr¿lme sēklēĵē 

katlanarak artmaktadēr. Patogenezinde Virchow triadē adē verilen inflamasyon, 

hiperkoag¿labilite, endotel hasarē yer almaktadēr. 

Serebrovask¿ler Olay (SVO) ve PTE nadir gºr¿lmekle birlikte bu tanēlarēn eĸ zamanlē olarak 

saptandēĵē hastalarēn insidansē bilinmemektedir. Sunacaĵēmēz olguda acil serviste yeni tanē 

atriayal fibrilasyon saptanan hastada eĸ zamanlē tanē alan SVO ve PTE kliniĵinin beraber 

gºr¿ld¿ĵ¿ olgu tartēĸēlacaktēr. 

Olgu 

 

65 yaĸēnda bilinen hipertansiyon (HT) ve morbid obezite tanēlē kadēn hasta 4 g¿nd¿r olan gºĵ¿s 

aĵrēsē, ­arpēntē ve ºks¿r¿k ĸik©yeti ile dēĸ merkez acil servise baĸvurdu. Ķrbesartan 150 mg, 

hidroklortiazid 12.5 mg tablet kullanēyordu. Dēĸ merkez acil serviste yapēlan tetkiklerde 

Elektrokardiyogram (EKG) atriyal fibrilasyon ile uyumlu olan hastanēn yapēlan kan 

tetkiklerinde kardiyak enzimlerinde y¿kseklik olmasē ¿zerine Akut Koroner Sendrom (AKS) 

ºn tanēsē ile 300 mg asetilsistein, 600 mg klopidogrel, 0,6 IU enoksaparin y¿klemesi yapēlarak 

yapēlarak hastanemiz acil servisine sevk edildi. Acil servisimize kabul¿ sērasēnda yapēlan fizik 

muayenesinde t¿m sistem muayeneleri normal olarak deĵerlendirildi. Vital bulgularēnda 

tansiyon arteriyel:156/94 mmHg, nabēz:120 atēm/dk, v¿cut sēcaklēĵē: 36.4 0C ve oksijen 

sat¿rasyonu: %95 (4 lt/dk oksijen desteĵi ile) saptandē. Kontrol kardiyak enzim tetkiklerinde 

troponin: 5367 ng/L, oda havasē arteriyal kan gazē tetkikinde pH:7.43, pCO2:35.1 mmHg, 

SO2:% 91, laktat:1.6 mmol/L ve koag¿layon testelrinde aPTT: 43 sn olarak saptandē. Acil 

serviste tam monitºrize olarak takip edilen hastada ani baĸlangē­lē konf¿zyon, sol 

ekstremitelerde g¿­s¿zl¿k (kas g¿c¿ 1/5 olarak deĵerlendirildi.), santral fasyal paralizi ve 

dizartri geliĸmesi ¿zerine SVO ºn tanēsēyla santral gºr¿nt¿leme yapēldē. Hastaya ivedilikle 

kontrassēz Beyin Bilgisayarlē Tomografiôsi (BT) tetkiki istendi. Saĵda dens Orta Serebral Arter 

(MCA) sign bulgusu gºr¿ld¿. Ardēndan yapēlan Beyin ï Karotis Anjio BTôde saĵ MCA m1-2 

bileĸkesinde tromb¿s ile uyumlu sinyal deĵiĸikliĵi izlendi. Ayrēca gºr¿nt¿ye giren toraks 

kesitlerinde bilateral ana pulmoner arterlerde pulmoner emboli ile uyumlu dolum defekti 
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saptandē. Segmenter ve subsegmenter dallar kesit yetersizliĵi nedeniyle deĵerlendirilemedi. Eĸ 

zamanlē SVO ve PTE saptanan hastaya dēĸ merkezde D¿ĸ¿k Molek¿l Aĵērlēklē Heparin 

(DMAH) uygulandēĵē i­in nºroloji tarafēndan trombolitik tedavisi baĸlanamadē. Giriĸimsel 

Radyoloji tarafēndan baĸarēlē mekanik trombektomi iĸlemi yapēldē ve komplikasyon geliĸmedi. 

Gºĵ¿s hastalēklarē tarafēndan PTE a­ēsēndan deĵerlendirilen heparin inf¿zyonu ºnerilen hasta 

yoĵun bakēm ¿nitesine yatēĸē yapēldē. Servis takiplerinin 8. g¿n¿nde tedavisi tamamlanan hasta 

oral   antikoag¿lan   re­etesi   d¿zenlenerek   ĸifa   ile   taburcu   edildi. 

 

 

ķekil 2. Kontrastsēz Beyin BT'de dens MCA sing (kērmēzē ok) 
 

 

 

 

ķekil 3. Beyin - Karotis BT Anjio gºr¿nt¿lemesinde kesitlere giren bilateral pulmoner arterlerde 

kontrast dolum defekti (mavi ok) 

Tartēĸma 
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Bu olgu raporu, nadir gºr¿len ancak klinik a­ēdan ºnemli olan eĸ zamanlē SVO ve PTE 

birlikteliĵini sunmaktadēr. Hem SVO hem de PTE, ciddi morbidite ve mortalite ile 

iliĸkilendirilen acil durumlar olup, her ikisi de vask¿ler patofizyolojinin farklē yºnlerini temsil 

etmektedir. Bu iki  durumun eĸ zamanlē olarak gºr¿lmesi olduk­a nadirdir. Bu olguda, hastanēn 

acil serviste kabul¿ sērasēnda yapēlan kardiyak tetkiklerde AF saptanmēĸ olup hastanēn daha 

ºncesinde HT tanēsēnēn olmasēyla tromboembolik olaylarēn riskinin daha da arttēĵē 

d¿ĸ¿n¿lebilir. Hastamēzda hem SVO hem de PTE'nin eĸ zamanlē olarak tanē almasē ve yine dēĸ 

merkez acil servise baĸvurusunda klinik olarak gºĵ¿s aĵrēsē tariflemesi, laboratuvar 

tetkiklerinde kardiyak enzim y¿ksekliĵi olmasē ¿zerine AKS kabul edilerek tedavide DMAH 

baĸlanmasē klinik  yºnetimi zorlaĸtērmēĸtēr. Troponin I ve T (TnI ve TnT), iskemik hasar, toksik 

etkiler veya hemodinamik stres nedeniyle oluĸan miyokard hasarēnēn belirte­leri olarak 

artarken, PE'li hastalarēn yaklaĸēk %30-60'ēnda, saĵ ventrik¿l disfonksiyonunun bir sonucu 

olarak y¿kselirler (3). DMAHôa baĵlē olarak trombolitik tedavi kontrendikasyonu bulunan 

hastaya mekanik trombektomi sonrasē eĸ zamanlē PTE saptanmasēyla heparin inf¿zyonu 

yapēlmēĸ takiplerinin 8. g¿n¿nde saĵlēklē olarak taburcu edilmiĸtir. 

Sonu­ 

 

Bu olgu raporu, nadir gºr¿len ancak ciddi sonu­lara yol a­abilen eĸ zamanlē SVO ve PTE 

birlikteliĵini, tromboembolik olaylarēn patofizyolojik mekanizmalarēnēn karmaĸēklēĵēnē 

vurgulamaktadēr. Ayrēca AF ve HT gibi kardiyovask¿ler risk faktºrleri, tromboembolik 

olaylarēn geliĸiminde ºnemli bir rol oynar. Bu t¿r vakalarda, erken tanē, uygun tedavi ve 

multidisipliner yaklaĸēmēn ºnemi vurgulanmalēdēr. Hastalarēn takibi ve tedaviye yanētēn 

izlenmesi, olasē komplikasyonlarē ºnlemek ve hastalarēn saĵ kalēmēnē artērmak i­in hayati 

ºneme sahiptir. 
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Exposure to aluminum phosphide through respiratory  route 

 

 

 

INTRODUCTION  

 

Aluminum phosphide (ALP) is a rodenticide and insecticide used in pest control during grain 

storage (1). ALP is utilized in the form of clay-emulsified aluminum phosphide tablets (2). Solid 

ALP reacts with moisture in the air or water in the environment, releasing phosphine gas, which 

is originally responsible for its toxicity (3). Upon contact with gastric fluid following oral 

ingestion, the release of this PH3 gas typically produces a characteristic garlic odor (2). There 

is no specific antidote for ALP poisoning, and mortality rates are quite high (4). Toxic dose is 

above 150 mg, and lethal dose is above 1000 mg (5). While most cases of ALP poisoning 

reported in the literature are due to intentional oral ingestion, toxicity can also occur 

accidentally through inhalation, although respiratory-related ALP intoxications are rare (1, 6). 

This case presentation describes a case of ALP poisoning through respiratory exposure 

presenting to the emergency department. 

 

 

CASE 

A 21-year-old female patient presented to our emergency department with chest pain. In her 

history, it was revealed that four days prior to her presentation, she was exposed to aluminum 

phosphide through inhalation while with her family, which led to her presenting to the 

emergency department with this complaint. Subsequently, she was admitted to the Intensive 

Care Unit for observation but left against medical advice on the 3rd day of her stay. The patient's 

general condition was fair, and her vital signs were stable. Physical examination was 

unremarkable. Her electrocardiogram showed normal sinus rhythm with no other pathological 

findings detected. Laboratory values from her complete blood count were as follows: 

hemoglobin 11.4 g/dL, hematocrit 35.4%, white blood cell count 5.76 x 10^3/ɛL, and platelet 

count 237 x 10^3/ɛL. Biochemical tests revealed normal levels of aspartate aminotransferase 

(14 U/L), alanine aminotransferase (20 U/L), blood urea nitrogen (9 mg/dL), and creatinine 

(0.57 mg/dL). Serum ethanol level was <10 mg/dL, international normalized ratio (INR) was 

1.06, and high-sensitive troponin was within normal limits at 5.11 ng/L. Venous blood gas 
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analysis showed partial pressure of carbon dioxide (PCO2) of 37.8 mmHg, partial pressure of 

oxygen (PO2) of 37.6 mmHg, carboxyhemoglobin (COHb) of 1.4%, bicarbonate (HCO3) of 

26.3 mmol/L, lactate of 1.3 mmol/L, and a pH of 7.451. Chest X-ray revealed no abnormalities. 

Echocardiography showed no pathology, and cardiac-related chest pain was not considered. 

Despite no pathology detected during follow-up in the emergency department and resolution of 

her symptoms, the patient chose to leave the emergency department against medical advice 

without further observation. 

 

 

DISCUSSION 

 

Following the first reported cases of intoxication in the 1980s, ALP has become a commonly 

used agent for suicide, particularly among individuals involved in agriculture (4). While it is 

seen as the second most common cause of organophosphate poisoning, most cases result from 

intentional oral ingestion for self-harm purposes, although toxicity can rarely occur due to 

respiratory exposure as well (1, 2, 6). 

ALP is a colorless and odorless substance in its natural state. When combined with hydrochloric 

acid in the stomach, it releases phosphine gas, which is lethal, and is rapidly absorbed from the 

gastrointestinal system (GIS) (1, 7-9). When phosphine gas, produced by the moisture layer 

formed on phosphide, is inhaled, it is quickly absorbed from the lungs (4). Exposure to 

phosphine gas at concentrations above 50 ppm in ambient air or at a dose of 1400 mg/m3 for 

30 minutes can be fatal (6, 10). Phosphine gas disrupts oxidative phosphorylation by inhibiting 

the cytochrome-c oxidase enzyme and causes tissue damage via free oxygen radicals (11). 

Since there is no specific laboratory test for diagnosis of ALP poisoning, clinical suspicion and 

history of drug intake are crucial (4). The gastrointestinal system, respiratory system, heart, and 

kidneys can be affected (7-9). Symptoms that may occur in patients include nausea, vomiting, 

dysphagia, abdominal pain, palpitations, shock, cardiac arrhythmias, pulmonary edema, 

dyspnea, cyanosis, and sensory changes, which can develop within a few hours after ingestion 

(2). In our case, the primary complaint during both initial and subsequent presentations was 

chest pain. 

The amount and form of intake, the purpose of intake (accidental or intentional), and the timing 

of presentation to medical care are factors that influence the clinical course of ALP poisonings. 
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While mortality is low in accidental ingestions, it can rise up to 85% in intentional ingestions, 

especially among young adults. Early complications often include cardiovascular collapse, 

pulmonary edema, acute respiratory distress syndrome, central nervous system depression, and 

coma, whereas late complications involve hepatotoxicity and nephrotoxicity (1). 

Less common complications include intravascular hemolysis, acute adrenal insufficiency, 

pancreatitis, hypo-hyperglycemia, hypo-hypermagnesemia, methemoglobinemia, 

microangiopathic hemolytic anemia, and disseminated intravascular coagulation (12). In our 

patient, however, no complications related to ALP poisoning were detected. 

Early presentation and prompt initiation of treatment are associated with a good prognosis, 

while treatment-resistant hypotension and acidosis are indicators of a poor prognosis. In early- 

stage ALP poisonings following oral ingestion, gastric lavage and administration of activated 

charcoal are crucial for survival. However, in cases of poisoning due to respiratory exposure, 

supportive therapies constitute the mainstay of treatment. The first step in treatment is 

intravenous hydration, with aggressive fluid resuscitation being the most important aspect of 

treatment in patients with unstable hemodynamics. 

In cases where fluid therapy is ineffective, vasoactive agents such as norepinephrine, 

phenylephrine, dopamine, and dobutamine are added to the treatment regimen. Studies have 

shown that the early use of inotropes may not be very beneficial and may even increase 

myocardial oxygen consumption and arrhythmia frequency. Due to the prominent role of free 

oxygen radicals in ALP poisoning, antioxidant drugs such as N-acetylcysteine (NAC), calcium 

gluconate, pralidoxime, trimetazidine, and magnesium sulfate have been suggested to be 

beneficial in treatment. 

In the literature, treatments such as hemodialysis, hemodiafiltration, and extracorporeal 

membrane oxygenation have been applied in limited cases. Cases benefiting from continuous 

renal replacement therapy and extracorporeal membrane oxygenation have also been reported. 

In some cases where intravenous fluid and inotropic therapies are ineffective, intra-aortic 

balloon pump has been used. 

 

 

CONCLUSION 
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In cases of ALP poisoning, which carry a high mortality rate, a thorough history of drug intake 

should be carefully considered. It is essential to remember that clinical suspicion plays a crucial 

role in diagnosis, and early treatment can increase survival rates. 
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The Role Of COPD Scales (Bap-65, Decaf And Decaf-L) Ķn Predicting Mortality And 

Morbidity Ķn Patients With COPD Who Apply To The Emergency Department 

Abdurrahman Oral MD, Ekim Saĵlam G¿rmen Ass. Prof 

 

Manisa Celal Bayar University Faculty of Medicine, Department of Emergency Medicine, 

Manisa 

Introduction  and Purpose 

 

There are many COPD patients who apply to emergency departments with shortness of breath 

(1). In this study, we aimed to demonstrate the roles of BAP-65, DECAF and DECAF-L scores 

in predicting morbidity and mortality in order to provide effective and rapid service. 

Materials and Methods 

 

Our study is a prospective study and was conducted by recording 200 patients with COPD who 

applied to Manisa Celal Bayar University Faculty of Medicine Hospital Emergency Service 

between 01 May 2022 and 01 May 2023. Patients who met the inclusion criteria were included 

in the study and their BAP-65, DECAF and DECAF-L scores were calculated. The outcome of 

the patients, their readmission within 1 month after the outcome, and their mortality were 

monitored and recorded. 

Results and Conclusion 

 

200 patients were included in study. Significant differences were detected between the outcome 

type of the patients (discharge, ward or intensive care admission) and BAP-65, DECAF and 

DECAF-L scores (p<0.001 for each). In our study, a significant difference was found between 

lactate value and patients who died in the last month (p = 0.004). A significant difference was 

detected between the DECAF-L score, which was obtained by adding the lactate value to the 

DECAF score, and exitus within 1 month after the emergency department (AUC=0.653; 

p=0.039). 

COPD is among the leading causes of mortality and morbidity in the world (2). We found that 

the rate of admission to intensive care or wards for patients with high BAP-65 or DECAF scores 
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increased compared to discharges. A significant difference was detected between the DECAF- 

L score and exitus within 1 month after the emergency department (p=0.039). We also found 

significant differences between the DECAF-L score and the outcome of the patients in terms of 

hospitalization or discharge (p<0.001). 

The use of BAP-65, DECAF and DECAF-L scores will facilitate the discharge and 

hospitalization planning of COPD patients applying to emergency departments (3, 4). We also 

believe that it would be beneficial to increase the use of the DECAF-L score, which has been 

found to be effective in predicting mortality, in emergency departments. 

Keywords: COPD, ED, mortality. 
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Bilateral  Intraparancymal  Brain  Hemorrhage Due To Hypertension 

 

Introduction: Hypertension is a major risk factor for both cerebral inferctus and intracranial 

hemorrhage. There is a continuous, gradual and consistent relationship between blood pressure 

and stroke risk. As blood pressure increases , even if not in the hypertensive range, the risk of 

stroke also increases. preventing ischemic and hemorrhagic stroke. 

Purpose: Simultaneous multiple hypertensive intracranial hemorrhage is rare and its 

mechanism is unclear. By systematic search in PubMed, we found 41 cases of concurrent 

bilateral hypertensive putaminal or thalamic hemorrhage: 18 with bilateral putaminal, 12 with 

bilateral thalamic, and 11 with unilateral putaminal and contralateral thalamic hemorrhage. 

However, since we rarely encounter cases of bilateral intraparenchymal hemorrhage, we aimed 

to demonstrate this with our own case. 

Case:A 45-year-old male patient was admitted to the emergency department with complaints 

of foaming at the mouth, convulsions, and tremors. The most effective strategy is hypertension 

treatment. There is no feature in his medical history other than hepatitis. He uses no medication. 

There is no alcohol or substance use. The blood pressure measured at admission to the 

emergency department was 210/120 mm/Hg, and the ECG showed normal sinus rhythm.On 

neurological examination, the person is confused, uncooperative, sometimes disoriented, there 

is no anisocoria, IR:+/+, and there is meaningful verbal output. All  four limbs have spontaneous 

movement. Bilateral intraparenchymal hematoma was observed in the brain tomography. No 

aneurysmatic dilatation was observed in the brain computed tomography aniography 

examination. According to neurosurgery consultation, mass bleeding was not considered. 

Discussion:Brain hemorrhages are mainly seen in the putamen central substance in the 

brainstem, temporal lab, parictal lobe or frontal lobe, thalamus, cerebellar bemisphere and pons 

region. Intracranial hemorrhages due to hypertension are most commonly seen in the basal 

ganglia. Bilateral intraparenchymal bleeding is extremely rare; an underlying cause is sought. 

In our patient, there was no underlying cause. Bilateral intraparenchymal bleeding was detected. 

Key words:Hypertensive.intraparenchymal, Bleeding. 
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A Patēent Wēth Cardēac Metastasēs In The Rēght Ventrēcle Admēts To The Emergency 

Department Wēth Dyspnea; A Case Analysēs 

Omer Faruk Oz1,Abdullah Yaser Guney1 , Bahadir Taslidere1, Basar Cander1 

1Bezmialem Vakif University 

Introductēon 

 

Tumors of primary cardiac origin are extremely rare, with some estimates placing the incidence 

between 0.001% and 0.28%. Although metastatic cancers to the heart are more common, the 

most common types are pleural mesothelioma, melanoma and lung carcinomas (1). 

Hepatocellular carcinoma (HCC) is the most reported primary tumor of the liver, accounting 

for 90% of all liver malignancies. It is the second leading cause of cancer-related deaths in the 

World (2). In advanced stages, it can also spread to the liver and portal veins and metastasize 

directly to the right atrium of the heart. This is extremely rare and some studies suggest that the 

incidence of direct invasion into the heart may be as low as 1-4% (3,4,5,6). 

Hepatocellular carcinoma (HCC) metastasizes mainly within the confines of the liver. 

Metastases to the heart from other carcinoma sources are not uncommon, but solitary cardiac 

metastases from HCC are rare and have a poor prognosis, due in part to the lack of standardized 

treatments. 

Case Report 

A 70-year-old female patient came with a complaint of shortness of breath that had been going 

on for a day. He also had impaired communication following shortness of breath. Known 

hypertension, diabetes, chronic renal failure, heart failure and hepatocellular carcinoma with 

lung,bone and heart metastasis. Diagnosed with Hepatocellular carcinoma in July 2022. The 

patient used immune checkpoint inhibitors such as Nivolumab and Ipilimumab. When the 

patient came to the emergency room, Oxygen saturation (SpO2) = 84%, pulse=110/min, 

fever=37, Respiratory Rate: 22/min, arterial blood pressure=126/74 mmHg, fingertip blood 

sugar=113mg/dl. On physical examination, the patient's general condition was moderate, 

Glasgow Coma Scale: 12 (Verbal3, Motor5, Eye4), the patient was agitated, and her speech was 

a few words repeated. Breath sounds were rough in the lower regions bilaterally.Heart sounds 

were rhythmic, no additional sounds or murmurs were heard. Abdominal examination was 
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comfortable, no guarding or rebound was detected. There were two positive(++) pretibial edema 

bilaterally. In laboratory findings were, Urea: 79mg/dl, Blood Ure Nitrogen: 37mg/dl 

,Creatinine: 1.15mg/dl ,eGFR: 48ml/min, Calcium: 7.3mg/dl, White Blood Cell: 3.57 *10į/uL, 

Hemoglobin: 9.9 g/dl , Troponin-I: 32.2 ng/L, B-type Natriuretic Peptide: 300.7 ng/L, Mass 

CK-MB: <0.2 Õg/L, D-DIMER: 7430ng/mL, CRP: 86.43 mg/L. As for imaging, Tomography 

could not be taken at first because the patient could not lie flat, but a portable lung x-ray was 

taken. The radiograph showed obvious signs of effusion in the right lower regions. 

We started the patient with furosemide infusion at a rate of 20 milligrams (mg) per hour. 

Additionally, haloperidol 10 mg Intramuscular and biperiden 5 mg Intramuscular were 

administered intermittently to control the patient's agitation. Subsequently, chlorpromazine 12.5 

mg Intramuscular was administered to the patient for sedation and Paracetamol vial Intravenous 

was administered to the patient whose fever increased during follow-up. Afterwards, we 

requested brain computed tomography (CT) + diffusion magnetic resonance imaging (MRI) 

and contrast-enhanced cranial MRI as imaging. In the radiological reports of the imaging 

studies, it was seen that no acute pathology was observed in brain CT and cranial MRI. 

However, due to the interpretation of diffusion MRI that there was millimetric diffusion 

restriction in the left parietal, which was not clinically relevant, suggesting cardioembolic 

nature, 6000 IU low molecular weight heparin was administered subcutaneously to the patient 

(Figure 2). 

Afterwards, the patient was consulted to Internal Medicine and Neurology for hospitalization. 

The patient was admitted to the Medical Oncology service for follow-up. 

Dēscussēon 

 

The most common mechanism by which tumor cells spread to the heart is hematogenous spread 

through the coronary arteries. Cardiac metastasis should be considered if cardiomegaly and 

heart failure symptoms occur during the clinical follow-up of a case with carcinoma (6). 

Acute Pulmonary edema; It can be defined as an increase in pulmonary blood pressure or 

deterioration in capillary permeability, resulting in fluid passage to the interstitial space and 

alveoli, and impaired oxygenation of blood in the lungs. There are three basic mechanisms in 

the etiology of pulmonary edema. These mechanisms can be classified as disruption of the 

Frank-Starling equation, impairment of alveolar-capillary membrane stabilization, and 

lymphatic insufficiency. 
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In this case report, we discussed the acute pulmonary edema we encountered in a patient with 

preserved ejection fraction with a known history of cardiac metastasis. 

The patient's advanced age, existing chronic and comorbid diseases, and the presence of 

metastases to the right ventricle and pulmonary artery also worsen the clinical symptoms. The 

relationship between the pulmonary edema that developed in our patient and the dysfunction in 

the right ventricle, in which a mass extending to the pulmonary artery was formed, is left open 

to discussion. 
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Figure 1. Portable Posteroanterior lung film of the patient taken in the emergency room 
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Figure 2. mass lesion of 50x41x37 mm in size showed contrast enhancement 
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Abstract:  

 

Objective: Many methods are used in the treatment management of low back pain. In this 

study, we aimed to investigate the efficacy of dexketoprofen alone and in combination with 

methylprednisolone in the treatment of low back pain in the emergency department, using the 

Visual Analog Scale (VAS) and the Oswestry Disability Index (ODI). 

Material and Method: This study was conducted in a prospective, randomized, single-blind 

manner with 150 patients at the emergency department of a university hospital. Patients with 

low back pain were examined in two groups: those receiving intravenous dexketoprofen 

treatment (Group D) and those receiving dexketoprofen + methylprednisolone treatment 

(Group DM). The efficacy of the treatments received by the patients was evaluated with the 

VAS at minutes 0, 15, 30, and 60 and hour 48. Statistical evaluations were also undertaken on 

the ODI results evaluated at minute 0 and hour 48. 

Results: The VAS scores decreased in both groups at all follow-up evaluations performed 

throughout the treatment (p<0.05). The mean VAS score evaluated 48 hours after treatment 

was 1.69Ñ1.71 cm in Group DM and 4.13Ñ2.27 cm in Group D (p=0.000). The decrease in the 

ODI score was greater in Group DM than in Group D (p=0.000). 

Conclusion: Dexketoprofen showed analgesic efficacy in the treatment of non-traumatic low 

back pain and decreased disability. When combined with methylprednisolone, dexketoprofen 

treatment exhibits a greater analgesic effect and further reduces disability. 

 

Keywords: Low back pain, Dexketoprofen, Methylprednisolone, Visual Analog Scale, 

Oswestry Disability Index. 
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Introduction  

 

Low back pain is a common health problem across the world. Despite being commonly 

perceived as an insignificant symptom among individuals and society, low back pain is a 

prevalent health issue that can have serious implications in terms of both health expenses and 

loss of workforce (1-3). 

Various factors can contribute to the occurrence of low back pain. In order to ensure accurate 

and effective treatment, the causes of low back pain must be determined through a 

comprehensive assessment that includes medical history, physical examination findings, and, 

if necessary, radiographic imaging findings (4). The treatment of lumbar pain requires a 

multidisciplinary approach (5). Non-pharmacological, pharmacological, minimally invasive 

interventions, or surgical methods are recommended depending on the patientôs clinical 

findings and the red or yellow flag signs specified by the relevant guidelines (6). Non- 

pharmacological therapeutic modalities include massage, acupuncture, hot-cold applications, 

psychotherapies, yoga, Tai Chi, movement control exercises, spinal manipulation therapy, 

exercise therapies, and gradual activity programs (7-12). Muscle relaxants, non-steroidal anti- 

inflammatory drugs (NSAIDs), opioids, tricyclic antidepressants (TCAs), and antiepileptic 

drugs are used in pharmacological treatment (13-16). 

In this study, we aimed to investigate the efficacy of dexketoprofen alone and in combination 

with methylprednisolone in the treatment of low back pain in the emergency department, using 

the Visual Analog Scale (VAS) and the Oswestry Disability Index (ODI). 

1. Material  and Method: 

1.1 Study Design and Setting 

 

This study was conducted as a prospective, randomized, single-blind study at the emergency 

department of a university hospital from August 1, 2021, through August 1, 2022. The 

analgesic efficacy of intravenous dexketoprofen (ArvelesÉ) and dexketoprofen + 

methylprednisolone (ArvelesÉ + PrecortÉ) was compared in patients with low back pain. The 

study was initiated after receiving approval from the Clinical Research Ethics Committee of 

the Atat¿rk University Faculty of Medicine (date: June 24, 2021, decision number 286). 

Patients were accepted into the study after obtaining informed consent from them or their 

relatives based on voluntariness. The study protocol followed the tenets of the Declaration of 
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Helsinki. 

1.2 Sample Size and Patients 

G-Power 3.1 software was used to calculate the sample size required for the study. The 

sample size was calculated using a medium effect size of 0.5, a type 1 error of 0.05, and a 

power value of 0.80. As a result, the required sample size was determined to be at least 62 

patients in each group, considering the possibility of a 10% loss. A total of 150 volunteer 

patients, 75 in each group, were included in the study. 

Patients aged over 18 and under 65 years who presented to the emergency department with 

acute non-traumatic low back pain and agreed to participate in the study were evaluated for 

eligibility. Excluded from the study were patients who had used analgesics within the last six 

hours; those with neurological deficits, cardiac or chest pain, liver, kidney, cardiac or 

pulmonary failure, chronic pain, a history of dexketoprofen-related gastrointestinal bleeding 

or perforation, referred pain, neoplastic pain, a history of allergies to medications used in the 

study (methylprednisolone and dexketoprofen), or vision problems; those who indicated a pain 

intensity of 3 cm or less on the 10-cm VAS scale line at the time of their presentation to the 

emergency department; pregnant and breastfeeding women; and patients who were illiterate. 

1.3 Randomization and Primary  Outcome 

 

The patients were divided into two groups: the dexketoprofen-administered group (Group D) 

and the dexketoprofen + methylprednisolone-administered group (Group DM). The patients 

were allocated to the medication groups based on the patient scale generated on the website 

https://www.randomizer.org/#randomize. The patients were not informed of their assigned 

group. The primary outcome of the study was the pain scores of the groups according to the 

VAS scores. The secondary outcome was the effect of dexketoprofen alone and in combination 

with methylprednisolone on low back pain-related disability, according to the ODI scores. 

1.4 Study Variables and Intervention 

The patients participating in the study were evaluated in the yellow triage category. After 

a systemic examination, a 16-gauge intravenous catheter was inserted into the patient by an 

experienced nurse. Before administering the assigned drug intravenously, a 10-cm VAS 

evaluation was undertaken as a standard method proven to be reliable in measuring the 

severity of low back pain. The VAS was explained to volunteer patients in detail, and they 

were asked to self-evaluate on a scale of 0 to 10, with 0 indicating the absence of any pain and 

10 cm representing the most severe pain. The patients were also asked to complete the ODI 

https://www.randomizer.org/#randomize


42 

 

 

questionnaire before starting treatment and 48 hours after treatment. Using this scale, the 

patientsô pain intensity, personal care, lifting, walking, sitting, standing, sleeping, sexual life, 

social life, and traveling were questioned. Each criterion was scored on its own and evaluated 

out of 100 points. Treatment was started after the patients self-evaluated their VAS scores. 

The VAS and ODI scores of the patients were recorded at minute 0, referring to the start of 

treatment. The vital signs of the patients were routinely obtained at minutes 15, 30, and 60 and 

were kept under close monitoring for possible complications. During this period, the VAS 

scores were also questioned and recorded at minutes 15, 30, and 60. After the follow-up and 

treatment in the emergency department, the patients were discharged and asked to return to 

the emergency department for re-evaluation 48 hours later. When the patients arrived at the 

emergency department, their 48th-hour VAS scores and ODI scores were questioned. Group 

D was intravenously administered 50 mg of dexketoprofen in 100 ml of physiological saline 

for 30 minutes. Group DM was intravenously administered 50 mg of dexketoprofen plus 1 

mg/kg of methylprednisolone in 100 ml of physiological saline for 30 minutes. All patientsô 

VAS scores were evaluated at minutes 0, 15, 30, and 60 and hour 48; their ODI scores were 

evaluated at minute 0 and hour 48; and their vital signs were evaluated at minutes 15, 30, and 

60. These data were then compared using statistical methods. 

 

 

1.5 Statistical Analysis 

 

 

The obtained data were transferred to the computer environment and analyzed using the SPSS 

v. 25.0 (SPSS, Inc., Chicago, IL) package program. Data were presented as mean, standard 

deviation, median, minimum, maximum, percentage, and number. The normality of the 

distribution of continuous variables was examined with the Shapiro-Wilk W test when the 

sample size was <50, and the Kolmogorov-Smirnov test when the sample size was Ó50. In 

comparisons between two independent groups, the independent-samples t-test was used if the 

normal distribution condition was met, and the Mann-Whitney U test was used otherwise. In 

2x2 comparisons between categorical variables, the Pearson chi-square test was conducted if 

the expected value was >5, the chi-square Yates test if  the expected value was between 3 and 5, 

and the Fisherôs exact test if the expected value was <3. For comparisons between categorical 

variables larger than 2x2, the Pearson chi-square test was employed when the expected value 

was >5, and the Fisher-Freeman-Halton test was used when the expected value was <5. P < 0.05 

was considered statistically significant. 
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2. Results 

3.1. Patient populations and characteristics 

Treatment was applied to 178 patients who presented to the emergency department; however, 

28 patients were excluded from the study since they did not visit the emergency department 

at the 48th hour. As a result, 150 patients were included in the sample. The demographic and 

characteristic features of the patients are given in Table-1. Male patients constituted 65.3% of 

the patients in Group D and 54.7% of those in Group DM. The mean age was 34.89 Ñ 10.92 

years for Group D and 40.84 Ñ 10.93 years for Group DM. In Group D, the mean systolic 

blood pressure was 129.35 Ñ 17.36 mmHg, the mean diastolic blood pressure was 81.89 Ñ 

12.49 mmHg, the mean respiratory rate was 15.2 Ñ 1.79 per minute, the mean oxygen 

saturation was 94.85 Ñ 2%, and the mean pulse was 89.64 Ñ 16.95 per minute, while for Group 

DM, these values were determined to be 126.73 Ñ 16.66 mmHg, 76.17 Ñ 12.11 mmHg, 17.24 

Ñ 9.65 per minute, 94.69 Ñ 2.56%, and 82.28 Ñ 12.92 beats per minute, respectively. 

 

 

3.2. Comparison of groups 

The pain sensations of patients who presented to the emergency department with 

complaints of non-traumatic low back pain were evaluated using the VAS. The mean baseline 

(minute 0) VAS scores of Group D and Group DM were 8.12 Ñ 1.59 and 7.49 Ñ 1.81 cm, 

respectively. Accordingly, the VAS score of the patients in Group D was significantly higher 

than that of those in Group DM at baseline (p = 0.032). The VAS scores evaluated during the 

follow-up period after starting treatment exhibited a decrease in both groups (p < 0.05 in all 

follow-up evaluations). The mean VAS score evaluated 48 hours after treatment was 1.69 Ñ 

1.71 cm for Group DM and 4.13 Ñ 2.27 cm for Group D, indicating a statistically significant 

difference between the groups (p = 0.000). The mean decrease from the baseline to hour 48 

was 3.99 units for Group D versus 5.8 units for Group DM (Table 2). This suggested that 

dexketoprofen + methylprednisolone had greater analgesic efficacy. Figure 1 presents the 

comparison of the VAS scores of the groups according to the follow-up evaluation time. 

The patientsô ODI scores were determined at the time of presentation to the hospital 

(minute 0) and 48 hours after treatment. According to the data obtained, the mean baseline 

ODI score of Group DM was 43.95 Ñ 22.09, which was higher than that of Group D, but it did 

not result in a statistically significant difference (p = 0.514). According to the re-evaluation 

made 48 hours after the application of the allocated treatments, there was a decrease in the 
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ODI scores of both groups (mean ODI score: 33.27 Ñ 23.31 for Group D and 18.67 Ñ 14.44 

for Group DM), and the efficacy of the treatments increased. The decrease in the ODI score 

was greater in Group DM than in Group D, and this was at a statistically significant level (p = 

0.000) (Table 3). The comparison of the ODI scores of the groups according to the evaluation 

time is given in Figure 2. 

3. Discussion: 

It is known that NSAIDs are the first pharmacological agents to be preferred in the treatment 

of low back pain, while corticosteroids alone are not useful for this purpose. Our study is one 

of the first investigations on the analgesic and functional effects of NSAIDs and corticosteroids 

in combination therapy. Our results showed that NSAIDs had an analgesic effect on low back 

pain, but when used in combination with corticosteroids, the pain intensity of the patients 

further decreased. 

Pharmacological treatments are administered to patients who have a history of low back pain, 

those who refrain from non-pharmacological approaches, or those who are at risk of developing 

serious complications related to low back pain. As per the recommendations of the American 

Medical Association, it is advised to initiate NSAIDs and muscle relaxants as a first step in 

pharmacological therapy (16). In a systematic review of patients treated for low back pain, the 

analgesic efficacy of pharmacological agents in the NSAID group was evaluated in patients 

aged 18-65 years (17). Other studies including patients suffering from acute and chronic low 

back pain without a specific cause evaluated analgesic effect and disability status after oral 

piroxicam treatment (18), analgesic effect and functional capacity after intramuscular 

tenoxicam injection (19), and the analgesic effect after intravascular diclofenac treatment (20). 

Systematic evaluations have determined that the use of NSAIDs in both acute and chronic low 

back pain provides adequate analgesia and significantly improves physical capability (17). 

Many studies have been conducted on the use of dexketoprofen for analgesia. The analgesic 

effects of paracetamol and ibuprofen (21), diclofenac sodium (22), placebo (23), and morphine 

(24) have been compared in low back pain. These studies have found that dexketoprofen 

exhibited either a greater analgesic effect (21,23) or had no difference (22,24) when compared 

to other agents. In our study, the use of dexketoprofen alone in low back pain had analgesic 

efficacy, similar to previous studies. 

Corticosteroids are another type of pharmacological agent used in individuals with acute or 
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chronic low back pain. The analgesic effect of corticosteroids has also been investigated. 

However, there are only a limited number of studies comparing their analgesic effects to 

those of other agents for low back pain. In a study investigating the efficacy of oral 

prednisolone treatment alone in low back pain, no significant difference was found compared 

to the control group (25,26). In another study, intramuscular methylprednisolone and placebo 

groups were compared in patients who presented to the emergency department with low back 

pain, and methylprednisolone was found to have an analgesic effect (27). We observed 

significant reductions in VAS scores at minutes 15, 30, and 60 and hour 48 compared to the 

initial measurement at minute 0. Additionally, the patients with high levels of baseline 

disability had a significant decrease in their ODI scores after treatment. 

Although the research in the literature has proven that the use of corticosteroids alone is not 

useful for low back pain, there are a few studies showing its benefits. The functionality and 

analgesic effects of intramuscular methylprednisolone treatment were investigated in patients 

who presented to the emergency department with low back pain and had a positive straight leg 

raise test. It was observed that the additional analgesic medication requirements and pain 

complaints of the corticosteroid-treated group decreased compared to the control group (28). In 

another study, the benefits of oral steroid treatment for the relief of pain caused by sciatic injury 

were investigated. In the comparison performed between the control group and patients 

receiving oral steroid treatment, it was observed that the ODI scores decreased rapidly and 

functionality improved in the latter during the follow-up period. It was also determined that the 

patients treated with methylprednisolone have less need for additional analgesic medication 

(29). In the current study, we found a greater level of decrease in the ODI scores of patients 

who were administered dexketoprofen + methylprednisolone than in those who received 

dexketoprofen alone. 

The literature also contains studies investigating the combinations of NSAIDs and steroids for 

different analgesic effects. It has been determined that a steroid combination was more 

effective for analgesia in patients with plantar fasciitis (30). In a study comparing the efficacy 

of NSAIDs and prednisolone in the management of postoperative pain in patients undergoing 

tonsillectomy, the use of steroids was shown to increase postoperative comfort (31). In the 

current study, it was determined that the analgesic effect of steroid use together with NSAIDs 

was greater than in previous studies. 

4. Limitations  

There are some limitations to our study, with the most important being its single-center design 
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and small sample size. Another limitation is that pain intensity was determined according to 

patient accounts, making it a subjective evaluation. Furthermore, our study is limited by the 

absence of a placebo group and the brief duration in which we assessed the efficacy of 

symptomatic treatment. 

5. Conclusion 

This study demonstrated that dexketoprofen had analgesic activity and reduced disability in 

the treatment of patients who present to the emergency department due to non-traumatic low 

back pain. When used in combination with methylprednisolone, dexketoprofen exhibited 

greater analgesic efficacy and resulted in the faster regression of disability. Therefore, it is 

concluded that the combined use of NSAIDs and steroids yields a greater analgesic effect in 

the management of patients who present to the emergency department with non-traumatic low 

back pain. 
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Figure 1: Comparison of the groups according to the VAS scores (Group D: dexketoprofen- 

administered group; Group DM: dexketoprofen + methylprednisolone-administered group; 

VAS: Visual Analog Scale) 
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Figure 2: Comparison of the groups according to the ODI scores (Group D: dexketoprofen- 

administered group; Group DM: dexketoprofen + methylprednisolone-administered group; 

ODI: Oswestry Disability Index) 

 

 

Table 1: Demographic and clinical characteristics of the groups 
 

  
Group D Group DM p 

Age (years), (mean, SD) 34.89 Ñ 10.92 40.84 Ñ 10.93 0.000 

Gender Male 49 (65.3%) 41 (54.7%) 0.182 

Female 26 (34.7%) 34 (45.3%) 

Chronic 

disease history 

Present 6 (8%) 12 (16%) 0.132 

Absent 69 (92%) 63 (84%) 

Straight leg 

raise test 

Positive 22 (29.3%) 38 (50.7%) 0.008 

Negative 53 (70.3%) 37 (49.3%) 

Urinary Present 0 (0%) 1 (1.3%) 0.316 
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incontinence 
Absent 100 (100%) 74 (98.7%) 

 

Systolic blood pressure (mmHg) 129.35 Ñ 17.36 126.73 Ñ 16.66 0.588 

Diastolic blood pressure (mmHg) 81.89 Ñ 12.49 76.17 Ñ 12.11 0.007 

Respiratory rate (/min) 15.2 Ñ 1.79 17.24 Ñ 9.65 0.012 

Oxygen saturation (%) 94.85 Ñ 2 94.69 Ñ 2.56 0.691 

Pulse (beat/min) 89.64 Ñ 16.95 82.28 Ñ 12.92 0.011 

Group D: dexketoprofen-administered group; Group DM: dexketoprofen + 

methylprednisolone-administered group; SD: standard deviation 

 

 

 

 

 

Table 2: Evaluation of the VAS scores of the groups 
 

VAS (cm) Group D Group DM p 

Baseline  (minute  0),  median 

(min-max) 

8 (4-10) 7 (2-10) 0.032 

Minute 15 7 (1-10) 5 (0-10) 0.001 

Minute 30 5 (0-10) 4 (0-10) 0.000 

Minute 60 4 (0-10) 2 (0-9) 0.000 

Hour 48 4 (0-10) 1 (0-8) 0.000 

VAS: Visual Analog Scale; Group D: dexketoprofen-administered group; Group DM: 

dexketoprofen + methylprednisolone-administered group; min: minimum; max: maximum 

 

 

 

 

Table 3: Evaluation of the ODI scores of the groups 
 

ODI score (%) Group D Group DM p 

Baseline  (minute  0),  median 

(min-max) 

40 (4-92) 40 (6-100) 0.514 
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Hour 48 31 (0-116) 16 (0-72) 0.000 

VAS: Visual Analog Scale; Group D: dexketoprofen-administered group; Group DM: 

dexketoprofen + methylprednisolone-administered group; min: minimum; max: maximum 
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Introduction  and purpose: Iatrogenic pseudoaneurysm (IPA) is a false aneurysm that occurs 

after localized arterial wall injury associated with an incomplete hemostatic plug at the site of 

injury. Local extravasation of blood is limited and controlled by the developing pseudocapsule. 

Pseudoaneurysms can develop at any arterial site used for arterial puncture, but for 

percutaneous-based diagnostic and interventional procedures, IPA secondary to femoral artery 

access is by far the most common etiology and site. Most uncomplicated IPAs can be managed 

without open surgery, with observational management, or sometimes using endovascular 

techniques. In this case report, femoral artery pseudoaneurysm that developed as a result of 

percutaneous intervention is described. 

 

 

Material and Methods: In this case, an 88-year-old female patient diagnosed with primary 

hypertension and chronic ischemic heart disease, who developed a femoral artery aneurysm 

after percutaneous intervention, was referred to us. She had history of coronary angiography 

one week ago. She applied to the emergency room with complaints of bruising and pain in his 

right thigh for three days. During the examination, a 4 cm diameter bruise and a pulsatile mass 

approximately 2 cm in diameter were detected on the skin of the medial right thigh. The patient 

had normal muscle strength in all 4 extremities, normal sensation, distal circulation and pulses. 

Doppler ultrasonography revealed a hypoechoic image compatible with a 2 cm long 

pseudoaneurysm reaching 10 mm in diameter, with a 4 mm neck. The patient's CT angiography 
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had similar results. The patient was consulted to cardiovascular surgery and was hospitalized 

with an intervention plan. 

Result and Discussion: Iatrogenic femoral pseudoaneurysm (IPA) is rare overall, occurring in 

<1 percent of all interventional procedures[2-7]. Well-established risk factors for IPA include 

female gender, increasing age, concomitant venous puncture, hypertension, severely calcified 

vessels, and use of anticoagulation during arterial cannulation or in the immediate 

postprocedural period[1]. Therefore, iatrogenic pseudoaneurysm should be considered in 

patients presenting with pain, swelling, pulsatile mass in the region after percutaneous arterial 

intervention. 

 

 

Key Words: Coronary angiography, femoral artery, iatrogenic pseudoaneurysm 
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Introduction  

 

Ovarian hyperstimulation syndrome occurs as a result of excessive stimulation of the ovaries 

during IVF treatment, leading to massive ovarian enlargement and excessive follicle 

development within the ovaries due to medication administered during the treatment.This 

condition can cause swelling of the ovaries and discomfort in the pelvic region, as well as 

systemic effects(1). 

Women at high risk of OHSS are; under the age of 25, FSH levels below 5 mIU/ml, AMH 

levels above 5 ng/ml, FSH/LH ratio below 1 and diagnosed with PCOS (2,3). 

OHSS Grade 1: Mild, abdominal tightness. Grade 2: Mild, nausea, vomiting, diarrhea, and 

ovaries measuring between 5-12 cm. Grade 3: Moderate, ascites may be observed. Grade 4: 

Severe, ascites, pleural effusion, and dyspnea may be observed. Grade 5: Severe, increased 

viscosity, dyspnea, renal failure may be observed(4,5). 

Case 

 

A 34-year-old female patient presented to our ED with complaints of abdominal pain and nause. 

The patient's vital signs were normal and her general condition was good. Bilateral tenderness 

was present in the lower quadrants. It was learned that the patient had undergone IVF treatment. 

Laboratory results showed CRP: 3.48 mg/dL, WBC: 14.39 mcL, beta-hCG: 5.5 mIU/mL, 

creatinine: 0.6 mg/dL. The patient underwent ultrasound multiple cysts were observed in the 
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ovaries. ACT scan showed multiple cysts, the largest measuring approximately 4 cm, and 

diffuse fluid in the abdomen. 

The patient was assessed as having Grade 2 OHSS. IV hydration therapy was initiated. After 

treatment, the patient felt relieved. She was discharged from the ED with recommendations for 

exercise restriction, increased fluid intake, rest and follow-up at the gynecology outpatient 

clinic. 

 

Discussion 

There is no specific treatment method for OHSS. Mild  and moderate OHSS can be managed on 

an outpatient basis (rest, adequate fluid intake, exercise restriction). If necessary, excess fluid 

leaking into the body can be aspirated (6). 

The most important factor is prevent its development. Such as obtaining fewer mature eggs, 

continuing therapy with low-dose medication, collecting eggs early and using progesterone 

instead of excessive hCG during the luteal phase (6). 
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Introduction:  Pericardial tissue is a fibroelastic structure consisting of two layers surrounding 

the heart, visceral and parietal, and 15-50 mL of physiological fluid between these layers helps 

the heart to maintain its functions by reducing friction during cardiac mobility(1). Acute 

pericarditis clinic caused by inflammation of the pericardium may occur due to malignancies, 

infections, autoimmune diseases, trauma, previous myocardial infarction, amyloidosis and 

uremia(2). The prevalence of uremic pericarditis, which reached 41% in the past with the 

development of dialysis technologies, is currently below 5%(3). In recent studies, Bataille et al. 

described 44 cases in 12 years and Sadjadi et al. described 30 cases of uremic pericarditis in 30 

years(3). Since uremic pericarditis is a rare condition which may be observed in undiagnosed 

patients with end-stage renal failure and in routine dialysis patients after inadequate dialysis, 

we share our case with you. 

Case: A 28-year-old male patient was admitted to the emergency department with complaints 

of shortness of breath and cough while lying on his back and side for 2 days. His known diseases 

were hypertension, chronic renal failure and heart failure. It was learned that he had been on 

dialysis 3 days a week for the last 1 year and had previously undergone kidney transplantation 

but the transplant was rejected. On physical examination, general condition was good, 

consciousness was clear, coopere, oriented, cardiac examination revealed frotman and rales 

were heard in lung sounds especially in left lower lung basals, neck venous engorgement and 

peripheral oedema in bilateral lower extremities. Other systemic examination was within 

normal limits. Vital signs were as follows: Temperature: 36 ÁC, blood pressure 144/117 mm/Hg, 

pulse 105 beats/minute, respiratory rate 20 breaths/minute, oxygen saturation 96% in room air. 

On electrocardiogram; normal sinus rhythm was observed, t negativity was observed in the 

inferior leads and typical pericarditis findings were not observed. Blood analyses; Leukocyte 

(WBC) 14, 83 103 mm3 (Normal range [NR] 4- 10.6), Haemoglobin 7, 72 g/dL (NR 11- 15.5), 
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Platelet 310 103 mm3 (NR 150- 400), C reactive protein 15, 59 mg/dL (NR 0- 0.5), Glucose 

105 mg/dL (NR 70- 106) Urea 109, 2 mg/dL (NR 15- 50) creatinine 5, 34 mg/dL (NR 0, 7- 1, 

2) troponin 0, 20 ng/mL (NR 0- 0, 16) coagulation parameters and other biochemistry tests, 

electrolyte levels and blood gas values were within normal range. Transthoracic 

echocardiography showed an ejection fraction of 25-30%, eccentric flow in the mitral valve, 

dilated cardiomyopathy, pleural and pericardial effusion, and fibrin bands secondary to 

inflammation. Thoracic computed tomography showed a pericardial effusion approximately 4 

cm thick at the thickest part and a pleural effusion 4 cm deep at the deepest part in the left 

hemithorax (Figure 1). The patient who was hospitalised by the cardiology unit with the 

diagnosis of uremic pericarditis was discharged with healing after treatment and follow-up. 

 

 

Figure 1: Pericardial effusion with a depth of 4 cm on thoracic computed tomography is shown 

with a red arrow. 

Discussion and Conclusion: While the diagnosis of acute pericarditis is made in the presence 

of at least two of the following findings: chest pain, pericardial frotman, ST elevation and PR 

depression findings on electrocardiogram, development and increase in pericardial effusion, it 

should not be ignored that classical electrocardiogram findings may not be present in all 

cases(4). Treatment of uremic pericarditis requires initiation of dialysis if  dialysis has not been 

started, and increasing the frequency of dialysis if the patient is receiving dialysis(5). 

Sometimes pericardiocentesis, pericardial drainage and pericardiectomy may be required in 

persistent pericarditis that does not regress despite dialysis treatment(5). Pericarditis and 
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pericardial effusions may lead to death by causing fatal arrhythmias, heart failure and cardiac 

tamponade(6). Uremic pericarditis, which may lead to cardiac tamponade and death, should be 

included in the differential diagnosis and should be diagnosed and treated early, especially in 

patients with end-stage renal failure and acute renal failure who may need dialysis for the first 

time. 

Keywords: Uremic pericarditis, Pericardial effusion, End-stage renal failure 
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LUCKY PATIENTS WITH GUNSHOT WOUNDS 

 

 

Introduction: 

The thoracic region is a very important part of the body as it contains vital organs such 

as the heart, lungs, oesophagus, trachea and large vessels such as the aorta and vena cava. A 

serious injury in the thoracic region can lead to a series of serious problems related to the 

gastrointestinal system, respiratory system and cardiovascular system, as well as a high risk of 

death, and the return of survivors to life can lead to a lot of labour, time and money loss. 

The initial assessment of an injured patient should be performed rapidly and 

systematically. Thoracic injuries are common after both blunt and penetrating trauma. 

Therefore, all patients presenting to the emergency department for trauma should be screened 

for thoracic injury according to the Advanced Trauma Life Support (ATLS) protocol. Since 

thoracic injury can affect each of the ABCs (Airway, Respiration and Circulation), the chest is 

rapidly assessed early in the evaluation of the injured patient to see if  there is a life-threatening 

injury. Non-life threatening injuries to the chest are identified during detailed secondary 

assessment. 

In this case series, we will talk about fortunate patients with two different gunshot 

wounds in the thoracic region and no major organ pathology. 

 

Case 1: 

A 42-year-old male patient came to the emergency department with a gunshot wound. 

Admission TA: 120/80 mmHg, Pulse: 90 beats/min, Spo2: 92%. On examination, the bullet 

entered medial to the left scapula and remained under the skin on the sternum. Chest 

radiography (Figure 1) and thorax CT was performed (Figure 2). Left haemopneumothorax was 

diagnosed and tube thoracostomy was performed in the emergency department (Figure 3). 3D 

images were obtained to investigate for cardiac and vascular injury (Figure 4). Cardiac injury 

was excluded. He was hospitalised in the general intensive care unit. As the patient was stable 

in the intensive care unit, he was transferred to the thoracic surgery service. No complication 

developed during follow-up. The bullet under the skin on the sternum was removed under local 

anaesthesia. Chest drain was removed and the patient was discharged (Figure 5). 

Figure 1. 
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Figure 2. 
 

 

 

Figure 3. 
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Figure 5. 
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Case 2: 

A 28-year-old woman was admitted to the emergency department with a gunshot wound. 

Admission TA: 110/70 mmHg, Pulse: 110 beats/min, Spo2: 94%. The gunshot wound has an 

entry lesion through the right 3rd intercostal space and exit lesion through the right posterior 

mid-scapular 8th intercostal space. Chronic left diaphragm elevation and effusion in the right 

hemithorax were present on chest radiography. (Figure 1) Thorax CT showed large contused 

areas in the right upper lobe, minimal pneumothorax and haemothorax. (Figure 2) Tube 

thoracostomy was performed in the emergency department. He was discharged on the seventh 

day of follow-up. 

 

Figure 1. 
 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 2. 
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Discussion: 

Thoracic injuries are common due to both blunt and penetrating trauma and can 

range from benign occult pneumothorax to cardiac injury causing sudden death. 

Appropriate assessment of injury burden is critical and it is important to be familiar with 

imaging options (AG, EFAST and Thorax CT) for further investigation of thoracic trauma. 

The emergency physician should be skilled in decompressing tension pneumothorax, 

rapidly placing a chest tube and performing RETO when indicated. Rapid management of 

life-threatening thoracic injuries and appropriate investigations to diagnose others will 

enable the emergency physician to successfully manage these patients from the time they 

enter the emergency department to the time they are taken to the operating theatre, 

interventional radiology department, intensive care unit, inpatient ward or discharged 

home. 
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Introduction  

 

Emergency medicine started to develop in the USA in the 1960s and in Europe in the 1990s. 

Emergency medicine was first approved as a separate specialty in 1979 in the USA. In our 

country, it was accepted as a separate specialty in 1993, and its education started in 1994. In 

this recent period, many firsts were witnessed in terms of emergency medicine in our country: 

the first Emergency Medicine Specialist (ATU) was certified in 1998, the first associations were 

established, the first associate professors and the first professors were appointed, and the first 

books were published. At the present time, emergency medicine and ATUs continue to develop, 

and the number of assistants and ATUs trained in many universities and training and research 

hospitals is increasing day by day (1-3). 

The quality of emergency medicine and emergency care services is undoubtedly closely related 

to the number of ATUs and the quality of education. In recent years, ATUs have taken and 

continue to take important roles in many different positions in our country (4). In recent years, 

the number of quotas for the Medical Speciality Education Entrance Examination (TUS) and 

the number of residents have been increasing rapidly. We aimed to give general information 

about TUS assistant quotas, draw attention to the increase in the number of emergency medicine 

assistant quotas in recent years, and evaluate the public employment data of ATUs. 

 

 

Materials and Methods 

 

The study is an ecological type of research. The quota data of the TUS Guides of the 

Measurement, Selection, and Placement Centre (¥SYM) and the data of the State Service 
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Obligation (DHY) were taken from the website of the General Directorate of Management 

Services of the Ministry of Health. Since 2023, TUS quota data have been analyzed 

retrospectively for 10 years, and DHY emergency medicine specialist appointment data have 

been analyzed retrospectively for 5 years. Ethics committee approval was not obtained since 

the data obtained from an open-access source and a database accessible to everyone were used. 

The data obtained as a result of the research were transferred to the computer environment and 

IBM SPSS 23.0 (IBM SPSS Statistics, Version 23.0 (Armonk, NY: IBM Corp.) was analysed 

with the programme. 

In descriptive analyses, frequency data are presented as numbers and percentages, while ordinal 

variables are given using min, max, and median (1st quartileï3rd quartile). Spearman 

correlation test was used to analyse the relationship between TUS quotas and years, DHY 

Course Assignments and years; Phi (ű) correlation test was used to analyse the relationship 

between DHY Course Periods and number of ATU appointments. 

The statistical significance level was accepted as p<0.05 for all tests. 

 

 

 

Results 

 

It was determined that the number of TUS quotas in one year increased by an average of 282% 

in the last 10 years. In percentage terms, the highest increase in the number of assistants 

recruited in a TUS period in 10 years was in the Radiation Oncology branch with 887%. In 

2023, it was determined that the highest number of assistant quotas were opened in pediatrics 

(2453), followed by internal medicine (2152) and emergency medicine (1788) (Table 1). 

 

 

Table 1 Number of TUS Quotas and Change Percentages of Branches in the Last 10 Years 

 

Branches 2023 

n 

2022 

n 

2021 

n 

2020 

n 

2019 

n 

2014 

n 

Emergency Medicine 1788 1701 1215 1165 987 640 

Forensic Medicine 122 143 101 196 171 77 

Family Medicine 1573 1399 1060 1046 1139 482 

Anatomy 44 131 56 58 54 20 
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Anaesthesiology and Reanimation 1352 1252 772 700 541 335 

Military  Health Services 3 3 1 1 0 2 

Brain and Nerve Surgery 446 458 261 249 232 89 

Paediatric Surgery 280 315 158 138 133 44 

Child Health and Diseases 2453 1894 1496 1497 1371 656 

Child and Adolescent Mental Health and 

Diseases 
285 322 168 199 158 79 

Skin and Venereal Diseases 604 665 178 169 104 67 

Infectious Diseases and Clinical 

Microbiology 
422 472 204 175 128 68 

Physical Medicine and Rehabilitation 452 575 200 196 155 133 

Physiology 17 113 49 46 45 20 

General Surgery 774 916 554 503 445 162 

Thoracic Surgery 204 273 151 135 124 36 

Chest Diseases 555 618 244 222 167 84 

Eye Diseases 518 607 259 256 187 149 

Public Health 88 206 174 169 168 102 

Aerospace Medicine 5 8 12 3 5 2 

Histology and Embryology 63 132 44 44 44 22 

Internal Medicine 2152 1870 1617 1548 1404 616 

Gynecology and Obstetrics 1121 1302 752 897 950 316 

Cardiovascular Surgery 253 374 179 172 157 59 

Cardiology 603 615 206 201 169 125 

Ear, Nose, and throat diseases 572 732 201 201 153 120 

Neurology 780 949 196 180 162 126 

Nuclear Medicine 44 74 78 58 45 10 

Orthopaedics and Traumatology 583 575 319 318 287 196 

Plastic, Reconstructive and Aesthetic 

Surgery 
366 446 134 137 95 57 

Radiation Oncology 79 87 91 60 31 8 

Radiology 957 1185 271 252 211 165 

Mental Health and Diseases 569 549 303 291 290 166 
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Sports Medicine 24 16 15 14 11 7 

Underwater Medicine and Hyperbaric 

Medicine 
10 20 2 8 13 9 

Medical Biochemistry 160 159 115 94 69 42 

Medical Pharmacology 22 69 66 57 56 22 

Medical Genetics 80 61 66 49 34 19 

Medical Microbiology 88 199 133 112 95 42 

Medical Pathology 229 233 164 144 145 76 

Urology 388 485 181 170 156 81 

TOTAL  21.12 

8 

22.20 

3 

12.44 

6 

12.13 

0 

10.89 

1 
5.531 

*All data between 2014 and 2023 was used in statistics and evaluations, but data for all years 

could not be included in the table because they did not fit.  

It was found that 9.997 quotas were opened to the emergency medicine branch in TUS in the 

last decade, and the quota opened in 1 year was min 545, max 1788. In the 5-year period 

between 2014-2018, the total number of quotas was 3121. 1788 (17.9%) of these quotas were 

in 2023, 1701 (17%) in 2022, 1215 (12.2%) in 2021, 1165 (11.7%) in 2020, 987 (9.9%) in 2019, 

702 (7%) were opened in 2018, 656 (6.6%) in 2017, 545 (5.5%) in 2016, 578 (5.8%) in 2015, 

640 (6.4%) in 2014. 

 

It was determined that the emergency medicine branch accounted for 8.9% of all quotas opened 

in the last 10 years; this rate decreased from 11.6% in 2014 to 8.5% in 2023. A significant, 

positive, and high correlation was found between the TUS quotas opened in emergency 

medicine and the years in the last decade (p<0.01, rs =0.952). 

 

 

Table 2 Data on State Service Obligation Courtship Periods and Number of Emergency 

Medicine Specialist Assignments 

 

Years Number of Appointed Individuals  in DHY Terms   

 1st Term 2nd term 3rd Term 4th Term 5th Term 6th Term Total 

2019 37 39 32 40 52 42 242 

2020 22 56 14 85 66 38 281 
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2021 27 34 70 60 58 68 317 

2022 62 63 80 76 52 66 399 

2023 78 69 46 92 65 51 401 

 

 

In the last 5 years, a total of 1640 appointments were made for ATU in the DHY Courts, min. 

14, max. 92 (1st Quarter 38, 3rd Quarter 68) in 1 period. During this period, there was a 

positive, significant, and moderate correlation between the number of ATUs appointed in 85ï 

114 periods and the periods (p<0.01, ű =0.571) and a positive, significant, and excellent 

correlation between the years and the number of appointments (p<0.01, rs =1). 

 

 

Discussion 

 

In recent years, the number of quotas for emergency medicine assistantships has been increasing 

rapidly. Many factors are effective in the branch selection of physicians after the Faculty of 

Medicine. In studies conducted in our country, it has been reported that the preference rates and 

related scores have decreased in clinics such as neurosurgery, obstetrics and gynaecology, 

general surgery, orthopaedics, and paediatrics, including emergency medicine, which has a high 

risk and litigation rate, especially after 2013 (5, 6). In the data we obtained in our study, it is 

seen that while 3121 quotas were opened in the field of emergency medicine between 2014 and 

2018, 1640 appointments were made between 2019 and 2023, which is the graduation interval 

for those who started their education in these years. The increase in the number of appointments 

lags behind the increase in the number of quotas (Figure 1). This situation suggests that the 

quotas opened in the field of emergency medicine between these years remained empty or that 

those who started their education in these years left their education unfilled. 
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Figure 1 Relationship between the Increase in the Number of Emergency Medicine TUS Quotas 

and the Number of DHY Appointments 

 

 

In recent years, the number of quotas in the field of emergency medicine has increased rapidly. 

This situation seems to be one of the practices aimed at increasing the application of the health 

system and the capacity of health services. Although the number of quotas in emergency 

medicine has increased, the decrease in the rate of quotas in other branches in the last decade 

may be an indicator of increasing inpatient services, intensive care services, and surgeries. 

Observing the balance between education and service in increasing the number of residents for 

this capacity increase is extremely important in providing quality emergency services in the 

future (7-8). 

 

 

Conclusion 

 

The Emergency Medicine Branch and ATU are extremely important in the execution of 

emergency services and emergency health services in our country. Due to this importance and 

the fact that it has been accepted as a separate specialty relatively recently compared to other 

branches, the rapid development of emergency medicine has led to a rapid increase in the 

number of assistant quotas. It is seen that the previous quota increase rates did not cause an 

increase in the number of appointments at the same rate. It is thought that this situation may be 

related to emergency department working conditions, security, malpractice lawsuits, and ATU 

personal rights. It will  be seen in the future DHY lottery appointments whether a much higher 
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increase in the number of Emergency Medicine TUS quotas in the last 5 years will overcome 

this problem. 
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Although the kidney is the most frequently injured organ in the urinary system, kidney injuries 

constitute 1-5% of all injuries (1,2). 80-90% of kidney traumas occur after blunt abdominal 

trauma(3). Acute kidney injury following blunt trauma is directly proportional to mortality and 

morbidity. (4) A single-center retrospective study showed that acute kidney injury developed in 

23.8% of 1033 trauma patients in intensive care. Of these, 10% had to undergo renal 

transplantation (5,6). In one study, 9119 adult kidney injuries were examined, 63% of which 

occurred from motor vehicle accidents, 14% from falls, 11% from sports injuries, and 4% from 

non-vehicular traffic accidents (7). We wanted to present this case because we think it is a good 

example of kidney damage after blunt trauma and the need for detailed examination even 

though there are no findings on high-energy post-trauma examination. 

CASE PRESENTATION 

 

An 18-year-old female patient was brought to our hospital by 112 after a traffic accident while 

crossing the road. Temperature on arrival vitals: 36.5 ÁC pulse: 80/50 mmHg at 100/min GCS: 

15 

In her first examination, there was a 1*6 cm open wound on the lower lip, an open wound on 

the chin, abrasions of various sizes in all 4 extremities, and a fracture in the left elbow. There 

was no tenderness on abdominal examination and no defensive rebound was observed. The 

patient's laboratory tests were sent. In Biochemistry, Glucose: 139 mg/dL Urea: 28.5 mg/dL 

Creatinine: 0.92 mg/dL, AST: 246 u/L, ALT:  185 u/L, Calcium: 7.95 mg/dL, Total Bilirubin: 

0.39 mg/dL, Direct Bilirubin: 0.08 mg/dL, Indirect Bilirubin: 0.31 mg/dL, CK: 276 u/L, CK- 

MB: 217.8 u/L, CRP: 0.2 mg/L, GGT: 15.5 u/L, Sodium: 132 mmol/L, Potassium: 3.49 

mmol/L, Chlorine: 107 mmol/L, INR: 1.24, aPTT: 21.7 sec, PT : 13 sec.In the hemogram, 
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WBC: 17.21 K/uL Hgb: 6.9 G/DL, HCT: 25%, MCV: 58.7 fL, MCH: 16.1 PG, RDW-CV: 20.2, 

RDW -SD:43.8 fL, Plt:430 K/uL, MPV:8.8 fL. It  came as.Brain, cervical, thoracic, abdominal 

and pelvic CT scans were performed. In the tomography report: A few wedge-shaped, large 

hypodense areas were observed in the right kidney parenchyma and were primarily evaluated 

in favor of traumatic infarction. Although the right renal artery has a patent appearance, 

segmental and arcuate arteries cannot be evaluated. No significant hemorrhagic density was 

seen in the perirenal fatty planes.A bladder catheter was inserted into the patient. Hematuria 

was not observed. USG was performed. USG report: Contusion areas seen in the right kidney 

on tomography could not be distinguished sonographically. No pathology was detected in other 

organs. Antibiotics and fluid resuscitation were administered for traumatic injuries. The patient 

was started on 1 unit of erythrocyte suspension. The patient was consulted to urology, general 

surgery, orthopedics, cardiovascular surgery and plastic surgery. He was admitted to the 3rd 

stage surgical intensive care unit by the urologist. 

 

 

Picture 1. Computerized tomography image of the patient 

 

 

 

DISCUSSION-CONCLUSION 

 

In recent years, conservative approaches have been preferred rather than interventional 

treatment approaches in renal trauma (8). In this selection, the patient's hemodynamic status, 

renal functions and vascularization status are taken into consideration (9). Our patient was 

discharged after 2 days of intensive care follow-up and 2 days of follow-up in the ward. 

Renal damage should be especially considered in the presence of macroscopic and microscopic 

hematuria, abdominal examination findings and hypotension, especially in patients who have 
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experienced high-energy trauma (8). In our case, the examination was very comfortable, there 

was no macroscopic or microscopic hematuria, but there was hypotension. Imaging was our 

main tool in making the diagnosis. Therefore, we think that CT scanning should be performed 

in high-energy traumas, even if there are no examination findings. 

In a case report of 2 cases published by Zahoor Ahmed et al., it is mentioned that renovascular 

injuries are associated with non-renal organs (10). However, in our case, there was no 

accompanying organ injury and it was evaluated as isolated renal trauma. 

It should be kept in mind that kidney damage may occur in the presence of hypotension, 

especially in high-energy traumas, even if there are no examination findings. The absence of 

hematuria, absence of additional organ injury and normal urea-creatine values do not exclude 

kidney damage. 
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¥zet 

Giriĸ 

Septik emboli, tipik olarak uzak bir bulaĸēcē kaynaktan kan dolaĸēmēna taĸēnan ve bir kan 

damarēnē tēkayan enfekte bir tromb¿s¿n neden olduĵu embolidir. Septik emboli ve enfarkta en 

sēk neden olan klinik tablo infektif endokardittir. Olgular sēklēkla iskemik inme, ateĸ, toksik 

ensefalopati, menenjizm, nºbet, baĸ aĵrēsē ile prezente olur. ¢oĵunlukla s. aureus (en sēk), s. 

viridans, fungal gibi etkenler su­lanēr. 

Olgu 

57 yaĸēnda erkek hasta, ani konuĸma bozukluĵu ile acil servise baĸvurdu. Hasta, akciĵer 

adenokarsinomu, malign plevral ef¿zyon, pnºmoni ve atriyal fibrilasyon nedeniyle tedavi 

gºr¿yor. Hasta bilin­li, emirlere uyum saĵlēyor, vital bulgular stabil ve laboratuvar testlerinde 

enfeksiyon belirte­leri y¿ksek bulunuyor. Dif¿zyon manyetik rezonans gºr¿nt¿lemede (MR), 

her iki serebellar hemisferde ve her iki posterior parietal-frontoparietal d¿zeyde ­oklu fokal 

dif¿zyon kēsētlanmasē gºzleniyor. Hasta, septik embolik infarkt ºn tanēsē ile nºroloji servisine 

yatērēldē. 

Tartēĸma 

Enfartklar daha ­ok MCA sulama alanēna uyar. PCA sulama alanē nadirdir. Enfarkt, serebrit ve 

apseler izlenebilir. Septik embolik ensefalit, dolaĸēm bozukluĵu ve endotoksinlere sekonder 

geliĸen sepsis-iliĸkili ensefalopatiden (sepsis-associated encephalopathy) ayērt edilmelidir. 

Sepsis-iliĸkili ensefalopati dif¿z beyin disfonksiyonu ile karakterizedir. 

Sonu­ 

Septik embolik enfarkt olgularēnda tanēyē doĵrulamada BT Anjiografi, Dif¿zyon MRI, 

Kardiyak Ekografi ve kan k¿lt¿r¿ kullanēlēr. 

Anahtar kelimeler: septik emboli, vejetasyon, embolik ensefalit 
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Abstract 

 

 

Introduction  

Septic embolism is an obstruction of a blood vessel, typically by an infected thrombus that 

travels through the bloodstream from a distant infectious source and blocks a blood vessel. 

Septic emboli result in two complications the early embolic/ischemic insult due to vascular 

occlusion that may lead to infarction and the infectious insult that leads to inflammation and 

possible abscess formation. Septic embolism frequently results from infective endocarditis. 

Septic embolism comes from infected heart valves, thrombophlebitis, and pulmonary artery 

catheter or infected pacemaker wires as many sources. Other causes are pulmonary infection, 

pulmonary arteriovenous malformation, intravenous drug use and cyanotic heart disease. Cases 

often present with ischemic stroke, fever, toxic encephalopathy, meningism, seizure, and 

headache. Factors such as s. aureus (most common), s. viridans and fungal are often blamed. 

Case 

A 57-year-old male patient was admitted to the emergency with sudden speech disorder. The 

patient is being treated for lung adenocarcinoma, malignant pleural effusion, pneumonia, and 

atrial fibrillation. The patient is conscious, obeys orders, vital signs are stable, and infective 

parameters are elevated in laboratory tests. In Diffusion Magnetic Resonance Imaging (MRI), 

diffusion restriction is observed in the form of multiple foci in both cerebellar hemispheres and 

both posterior parietal-frontoparietal levels. The patient was admitted to the neurology service 

with a preliminary diagnosis of septic embolic enfarct. 

Discussion 

Septic embolic infarcts mostly fit into the Middle Cerebral Artery( MCA) area. Posterior 

Cerebral Artery (PCA) area is rare. Infarction, cerebritis and abscesses are observed. Septic 

emboli are more prone to bleeding than embolic infracts. Septic embolic encephalitis should be 

distinguished from sepsis-associated encephalopathy, which develops secondary to circulatory 

disorders and endotoxins. Sepsis-associated encephalopathy is characterized by diffuse brain 

dysfunction. More much gray matter is affected. Mitochondrial dysfunction and apoptosis due 

to oxidative stress are observed. 
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Conclussion 

Computed Tomography (CT) Angiography, Diffusion MRI, cardiac echography, blood culture 

are used to confirm the diagnosis. 

KeyWords: septic emboli, vegetation, embolic encephalitis 

 

 

 

 

 

GĶRĶķ 

Septik emboli, tipik olarak uzak bir bulaĸēcē kaynaktan kan dolaĸēmēna taĸēnan ve bir kan 

damarēnē tēkayan enfekte bir tromb¿s¿n neden olduĵu embolidir. Septik emboli iki duruma 

neden olur: enfarkt¿se yol a­abilen vask¿ler tēkanmaya baĵlē erken embolik/iskemik hasar ve 

enflamasyona ve olasē apse oluĸumuna yol a­an enfeksiyºz hasar. Septik emboli ve enfarkta en 

sēk neden olan klinik  tablo infektif endokardittir (1). Septik emboli nadir gºr¿len bir hastalēktēr 

ancak mortalitesi ve morbiditesi y¿ksektir. Enfekte kalp kapak­ēklarē, tromboflebit ve pulmoner 

arter kateteri veya enfekte kalp pilleri ve bir­ok nedenden kaynaklanabilir (2). Diĵer nedenler 

pulmoner enfeksiyon, pulmoner arteriyovenºz malformasyon, intravenºz ila­ kullanēmē ve 

siyanotik kalp hastalēklarēdēr. Olgular sēklēkla iskemik inme, ateĸ, toksik ensefalopati, 

menenjizm, nºbet, baĸ aĵrēsē ile prezente olur. ¢oĵunlukla s. aureus (en sēk), s. viridans, fungal 

gibi etkenler su­lanēr (3). 

OLGU 

 

57 yaĸ erkek hasta, ani geliĸen konuĸma bozukluĵu ile acil servise getirildi. Kronik Atriyal 

fibrilasyon ve Akciĵer Adenokanser tanēlarē olan hasta aktif Kemoterapi alēyor. Pnºmoni 

nedeniyle iki haftadēr antibiyotik kullanēyor. Fizik muayenede akciĵer sesleri saĵ bazalde 

azalmēĸ. Bilinci a­ēk, emirlere uyuyor. Tansiyon Arteriyel (TA):107/70mmHg, ateĸ:36.5ÁC, 

nabēz:65 atēm/dk, oksijen sat¿rasyonu:%96. Laboratuvarda CRP:108 mg/L WBC:20.000 mL 

Troponin:1186 ng/L. Akciĵer grafisinde saĵda malign ef¿zyon gºr¿ld¿. Pulmoner BT 

anjiyografide saĵda malign ef¿zyon ve pnºmonik infiltrasyonlar gºr¿ld¿. Pulmoner arter ve 

dallarēnda enfarkt gºr¿lmedi. Dif¿zyon MR gºr¿nt¿lemede her iki serebellar hemisferde, her 

iki posterior paryetal-frontopariyetal d¿zeylerde multiple odaklar ĸeklinde dif¿zyon kēsētlēlēĵē 

alanlarē izlendi. Bilinen koroner arter hastalēĵē olmayan hastada yapēlan kardiyak ekografide 

Ejeksiyon Fraksiyonu (EF): %60 normal sol ventrik¿l (LV) sistolik fonksiyon, Ortalama 
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Pulmoner Arter Basēncē (PAB):25 mmHg ºl­¿ld¿. Kapak yapēlarē doĵal olup vejetasyon 

izlenmedi. Kardiyoloji kons¿ltasyonu istendi. Hastada kardiyoembolizm d¿ĸ¿n¿lmedi. Gºĵ¿s 

hastalēklarē kons¿ltasyonunda ise hastanēn mevcut pnºmonisi i­in antibiyotik tedavisinin 

devamē ºnerildi. Nºroloji kons¿ltasyonu istendi, hastanēn septik embolik enfarkt ºn tanēsēyla 

nºroloji servisine yatēĸē uygun gºr¿ld¿. Hastanēn takibinde alēnan kan k¿lt¿r¿nde ¿reme 

olmadē. Nºroloji servisinden taburcu edildi. 

 

ķekil 1. Beyin Dif¿zyon MR gºr¿nt¿lemesinde saptanan bilateral multiple enfarktlar 

 

 

TARTIķMA 

Enfartklar daha ­ok MCA sulama alanēna uyar. PCA sulama alanē nadirdir. Enfarkt, serebrit ve 

apseler izlenebilir. Septik emboliler kanamaya embolik enfraktlardan daha eĵilimlidir (4). 

Septik embolik ensefalit, dolaĸēm bozukluĵu ve endotoksinlere sekonder geliĸen sepsis-iliĸkili 

ensefalopatiden (sepsis-associated encephalopathy) ayērt edilmelidir. Sepsis-iliĸkili 

ensefalopati dif¿z beyin disfonksiyonu ile karakterizedir. Daha ­ok gri cevher etkilenir. 

Oksidatif strese baĵlē mitokondriyal disfonksiyon ve apoptozis izlenir. 

SONU¢ 

Septik embolik enfarkt olgularēnda tanēyē doĵrulamada BT Anjiografi, Dif¿zyon MRI, 

Kardiyak Ekografi ve kan k¿lt¿r¿ kullanēlēr. 
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A History Of Facial Paralysis With A Peripheral Appearance, A Bulbus Infarction 

Introduction: Any damage that may occur in the course of the facial nerve from the motor 

nucleus in the pons to the most distal neuromuscular junction may cause peripheral facial 

paralysis clinic.Patients who experience ischemia in the cortex, internal capsule or brainstem 

region where the nerve nucleus is located have upper motor neuron damage.They have damage 

and therefore cannot purse their lips and asymmetry develops in the lips when showing their 

teeth.However,they can wrinkle their forehead,raise their eyebrows and close their eyes.Patients 

with lower motor neuron damage cannot raise their eyebrows or close their eyes in addition to 

the disorders mentioned above. 

Purpose:Our aim in this study is to show that we need to pay attention to additional 

neurological findings in patients with peripheral facial paralysis in order to rule out central 

pathologies, and that facial paralysis with a peripheral appearance may develop in some central 

events. 

Case:A 46-year-old male patient applied to the emergency department with a complaint of 

asymmetry at the corner of the mouth. He has a history of ischemic stroke, hypertension, and 

diabetes. Blood pressure measured at the admission to the emergency department. 180/100 

mm/Hg, ECG was seen as normal sinus rhythm, neurological examination revealed 

consciousness, cooperative orientation, no anisocoria, IR:+/+, speech dysarthria.Ptosis in the 

left eye and left nasolabial groove palsy were noted.Swallowing reflex could not be detected 

bilaterally. Diffusion MRI detected an acute infarct in the left half of the bulb. 

Discussion:The clinical picture of peripheral facial paralysis is that any damage that may ocur 

in the infranuclear part of the facial nerve after it leaves the motor nucleus in the pons in its 

course up to the most distal neuromuscular junction may cause peripheral facial paralysis.In 

addition,the 8th and 9th cranial nerves can also occur anywhere after they emerge from their 

nucleus in the pons.Swallowing function may be impaired in patients as a result of the 

lesion.With this case, we declare that cerebrovascular diseases should be considered in patients 

who develop peripheral type facial paralysis with risk factors. 

Key words:Bulb,infarct,facial paralysisSource: 

 

1. Journal of Turkish Cerebrovascular Diseases 2009 15:3;83-85 

2. Ankara University Faculty of Medicine Journal 2022;75(2):226-230 
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Don't forget Fournier's gangrene when you think  of sepsis. 

 

Dilek Atik 1,Cesareddin Dikmetaĸ1, Kaya Alp Sonkaya1 ,Rabia Gºn¿ltaĸ1 

1Karamanoglu Mehmetbey University, Department Of Emergency Medicine 

 

 

Fournier's gangrene is a specific form of necrotizing fasciitis that usually begins in the perianal 

region, is accompanied by thrombosis of the feeding arteries, including the external genital 

organs, and causes gangrene of the skin and subcutaneous tissue, which may develop symptoms 

of sepsis and multiple organ failure (1). It is seen more frequently in men than in women. Our 

aim in this case report is to present Fournier's gangrene among other causes of sepsis in 

emergency department admissions and because it is relatively rarely diagnosed. 

CASE REPORT 

 

A 73-year-old female patient is brought to the emergency room by 112 teams with complaints 

of shortness of breath, cough, fever, phlegm, and decreased eating and drinking for 3-4 days. 

His medical history includes HT, a history of CVO 10 months ago and the resulting inability to 

walk, and a known diagnosis of AF. He was admitted to the emergency room 3 days ago and 

was considered to have URTI and was discharged. Vitals; Fever: 36.5 Pulse: 122 TA: 90/60 

SpO2 Without Oxygen 60 SpO2 With Oxygen 94 Respiratory Rate was 28. In the FM 

performed, Neurological examination is Natural, Conscious, Oriented and Cooperative, GCS is 

15, SS is Natural, OF is Natural, Abdominal examination is Natural, Urogenital examination; 

There is swelling, redness, abscess, and foul-smelling infective tissue, including a hard muscle 

mass with a diameter of approximately 30 cm, starting from the perianal region and extending 

to the thigh-knee region. In the laboratory panel; WBC 15.88K/uL, NEU 14.25K/uL, Crescent 

in the UK. 2.06mg/dL, Urea 124mg/dL, CRP 365mg/L, Albumin 26g/L. In Blood Gas, pH was 

7.26, pCO2 was 31.3mmHg, Lactate was 5.90 mmol/L. The patient had swelling, redness, bad 

anaerobic odor starting from the perianal region to the thigh-knee area, and was considered to 

have Sepsis due to Fournier Gangrene due to hypothermia, hypotension, tachypnea, and Lactate 

positivity(Figure 1). General surgery was consulted and the patient underwent emergency 

surgery, wound debridement, and admission to the 3rd step ICU. The patient, who was followed 

up in intensive care for 2 days after emergency surgery, died. 
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Figure 1. Computerized tomography image of the patient 

 

 

 

 

 

DISCUSSION 

 

Although this disease is rare compared to other organ infections, the adverse prognosis 

associated with this disease largely depends on the timing of medical care. Delay in treatment 

is accompanied by a high lethality of up to 90% due to the development of septic shock and 

related complications (2,3). 

Patients with Fournier's gangrene are urgently hospitalized in a surgical hospital. The prognosis 

of the disease is serious and its lethality reaches 90%. A retrospective cohort study revealed the 

following prognostic factors for the unfavorable prognosis of Fournier gangrene: tissue damage 

beyond the perineum, severe sepsis and/or septic shock, pulse over 90 beats per minute, 

elevated leukocyte count. 

The basis of treatment for Fournier's gangrene is urgent surgical intervention combined with 

antibacterial and detoxification therapy. Since it progresses very quickly, late diagnosis 

increases mortality. 
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Resim 1. Hastaya ait bilgisayarlē tomografi gºr¿nt¿s¿ 
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TARTIķMA 

 

Bu hastalēĵēn diĵer organ enfeksiyonlarēna kēyasla nadirli olmasēna raĵmen, bu hastalēkla ilgili 

olumsuz prognoz b¿y¿k ºl­¿de tēbbi bakēmēn zamanlamasēna baĵlēdēr. Tedavi gecikmesiyle, 

septik ĸok ve buna baĵlē komplikasyonlarēn geliĸmesi nedeniyle %90'a varan y¿ksek 

ºl¿mc¿ll¿k eĸlik etmektedir (2,3). 

Fournier gangreni olan hastalar acil olarak hastaneye interne edilir. Hastalēĵēn prognozu ciddidir 

ve ºld¿r¿c¿l¿ĵ¿ %90'a ulaĸēr. Retrospektif bir kohort ­alēĸmasēnda Fournier kangreninin 

olumsuz prognozunun aĸaĵēdaki prognostik faktºrlerini ortaya ­ēkardē: perine ºtesinde doku 

hasarē, ĸiddetli sepsis ve/veya septik ĸok, dakikada 90'ēn ¿zerinde nabēz,Lºkosit y¿ksekliĵi sºz 

edilmektedir. 

Fournier kangreni tedavisinin temeli, antibakteriyel ve detoksifikasyon tedavisi ile birlikte acil 

cerrahi m¿dahaledir. ¢ok hēzlē ilerlediĵinden ºt¿r¿ Hastalara ge­ tanē konmasē mortaliteyi 

artērmaktadēr. 
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Abstract 

Introduction  

Pheochromocytomas are rare tumors in the adrenal medulla that derive from the chromaffin 

cells and produce catecholamines. They are an uncommon cause of hypertension, palpitations, 

and tachycardia, and only 50% of the patients present symptoms compatible with this 

pathology. Emergency doctors and clinicians should focus on early diagnosis as delay in 

initiating the appropriate treatment can lead to mortality. 

Case Report 

 

Our case presents a 58-year-old female patient with a past medical history of hypertension, type 

2 diabetes, and coronary artery disease. She was brought to the emergency department for a 

severe headache associated with nausea and two episodes of vomiting that started 4 hours before 

his arrival to the emergency room. On arrival to the emergency room, her vitals were as follows 

Blood pressure (BP):210/98 mmHg, heart rate (HR) 135 beats/min, respiratory rate 

(RR)18/min, temperature: 36.4 ÁC oxygen saturation:98% on room air. On physical 

examination, the general condition was alert and oriented, and the Neurological examination 

and the mental status examination were normal. Computerized tomography ( CT) imaging 

showed a 1.5*0.9 cm left adrenal mass. 

Discussion 

https://dictionary.cambridge.org/tr/s%C3%B6zl%C3%BCk/ingilizce/computerized
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Catecholamine-secreting tumors are a rare neoplasm, occurring in approximately 0.1 to 1% of 

hypertensive patients. Pheochromocytomas are most common in the fourth to fifth decade, 

although they can occur at any age. They are equally common in females and males. 

 

 

 

Conclusion 

 

Pheochromocytomas are rare neuroendocrine tumors responsible for less than 1% of 

hypertensive cases. Only 50% of individuals will  present symptoms compatible with this tumor, 

and, in most cases, the symptoms will be paroxysmal. Surgery is curative for 

pheochromocytomas, but long-term surveillance is necessary. 

Keywords: pheochromocytomas, emergency room, hypertensive crises. 

 

 

 

Introduction  

 

The global prevalence of hypertension (defined as blood pressure higher than 140/90 mmHg) 

is high all over the world, and it is responsible for significant cardiovascular morbidity and 

mortality. However, 3-10% is due to secondary hypertension, with a potential cure, so it is 

important to consider secondary causes if the clinic and course of the disease suggest it (1). 

Pheochromocytoma is a rare neoplasm with an incidence of 1-4/million population/year (2). 

This tumor is known for causing hypertension. However, it is an uncommon cause of 

hypertension and occurs in less than 1% of hypertensive patients. This tumor derives from the 

chromaffin cells of the embryonic neural crest, which produce catecholamines(3). 

 

 

Case Report 

 

Our case presents a 58-year-old female patient with a past medical history of hypertension, type 

2 diabetes, and coronary artery disease. She was brought to the emergency department for a 

severe headache associated with nausea and two episodes of vomiting that started 4 hours before 

his arrival at the Emergency room. On arrival at the Emergency room, her vitals were as follows: 

Blood pressure 210/98 mmHg, heart rate (HR) 135 beats/min, respiratory rate (RR)18/min, 

temperature 36,4ÁC oxygen saturation:98% on room air. On physical examination, the general 



91 

 

 

condition is alert and oriented; the neurologic examination was normal, with tachycardia, 

tachypnea, and no murmur-rubbing-galloping. After the physical examination, laboratory tests 

were requested, and symptomatic treatment was started. In laboratory tests of the patient, 

leukocyte 11.15 x 10/mcl (82% neutrophils, 10% lymphocytes, 8% monocytes), hemoglobin 

10,3 g/dl, hematocrit 32,1g/dl, Computerized tomography ( CT) imaging showed a 1.5*0.9 cm 

left adrenal mass (Figure 1 ) . Both alpha and beta blockers were initiated to manage 

hypertension, prompted by the preliminary diagnosis of pheochromocytoma. The patient was 

consulted by the Department of Endocrinology. She was admitted to intensive care with the 

initial diagnosis of pheochromocytoma. In the intensive care laboratory, studies revealed an 

elevated urinary metanephrines secretion of 724 mcg/24h (normal value under 229 mcg/24h) 

and also an elevated urinary normetanephrine of 864 mcg/24h (normal value under 444 

mcg/24h). A diagnosis of pheochromocytoma was made. Treatment was guided by 

endocrinology and general surgery. 

 

 

 

 

 

 

 

 

 

Figure 1. CT imaging showed a 1.5*0.9 cm left adrenal mass 

https://dictionary.cambridge.org/tr/s%C3%B6zl%C3%BCk/ingilizce/computerized
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Discussion 

 

Catecholamine-secreting tumors are a rare neoplasm, occurring in approximately 0.1 to 1% of 

hypertensive patients (4). The clinical presentation varies, alternating from an adrenal 

incidentaloma to hypertensive crises with associated cerebrovascular or cardiac complications 

(5). Only 4% of adrenal masses incidentally found are known to be pheochromocytomas; the 

most common are benign adenomas. The diagnosis of this pathology requires both proofs of 

excessive release of catecholamines and anatomical documentation of the tumor (6). 

Conclusion 

 

Pheochromocytomas are rare neuroendocrine tumors responsible for less than 1% of 

hypertensive cases. Only 50% of individuals will  present symptoms compatible with this tumor, 

and, in most cases, the symptoms will  be paroxysmal. Clinical presentation varies according to 

location and degree of catecholamine secretion and includes the classic triad of headaches, 

palpitations, and profuse sweating. The diagnosis of pheochromocytoma requires excessive 

release of catecholamines and anatomical documentation of the tumor. Surgery is curative for 

pheochromocytomas, but long-term surveillance is necessary. 
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Cerebral venous sinus thrombosis after spinal anaesthesia 

 

Introduction  and Purpose: Cerebral sinus vein thrombosis is a rare clinical entity after spinal 

anaesthesia. It often presents with prolonged headache after spinal anaesthesia and 

unresponsive to standard treatments. Aseptic meningitis, subdural haemorrhage, subarachnoid 

haemorrhage, cerebral herniation and exacerbation of pre-existing neurological disease should 

be considered in severe headache lasting longer than 7 days after spinal anaesthesia. Report a 

23-year-old female patient who underwent spinal anaesthesia one week before admission to our 

emergency department, presented to the emergency department with headache and numbness 

and was finally diagnosed with cerebral sinus thrombosis in our clinic. 

 

Materials and Methods: A 23-year-old female patient who gave birth with C/S under spinal 

anaesthesia one week ago came to the emergency department with headache 2 days ago, right 

hemihypoesthesia one day ago and new onset of hemiparesis.The patient has cortical diffusion 

limitation in the left parietal (picture 1). MR venography was performed due to the possibility 

of venous infarction and 0.6 enoxaparin, dexamethasone 4mg was started as treatment. The 

patient was admitted to the intensive care unit after having two generalised tonic clonic seizures 

in the emergency department. Levesiretam loading and maintenance was performed as 

2x500mg.MR venography showed partial thrombosis in the CNS and thrombosed appearance 

in the left cortical veins. 

 

picture 1 



95 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Results and Conclusion: Emergency physicians should consider sinus vein thrombosis in 

patients with postdural headache that occurs after spinal anaesthesia and does not respond to 

standard postdural headache treatment methods.Sinus vein thrombosis is a disease with high 

mortality and morbidity if not diagnosed early and treated appropriately. Recent studies have 

reported that the mortality rate is between 6-10% despite treatment.Although sinus vein 

thrombosis is a rare disease, it should be considered in patients with severe headache and 

papillary oedema who present with epileptic seizures and may potentially be predisposed to 

thrombosis. Early diagnosis is important and anticoagulant, thrombolytic, antiepileptic and 

etiological treatments should be performed. Among these treatments, anticoagulant therapy is 

effective and safe. Close vital follow-up and seizure follow-up should be performed under 

intensive care unit if necessary. 
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Abstract 

Introduction and Purpose: Epidural hematoma is defined as the accumulation of blood between 

the dura mater and the skull bones. It is a condition that may require urgent intervention and 

can lead to serious morbidity and mortality if left untreated. 

Materials and Methods: A 67-year-old female patient was admitted to the emergency room due 

to head trauma following dizziness. The patient had been hit in the left occipital region and had 

pain and edema. On physical examination, she was conscious, Glasgow Coma Scale (GCS): 

15, neurological examination was normal. CT was requested for the patient. In the CT scan, on 

the left of the midline at the level of the posterior fossa there was a mass? epidural hematoma? 

measuring 30x20 mm was available. Diffusion MRI (Magnetic Resonance Imaging) was 

performed for other cranial pathologies in the patient who had head trauma after dizziness. In 

the diffusion MRI, an epidural hematoma was observed. The patient was consulted to a 

neurosurgeon. The patient, whose general condition deteriorated and whose epidural hematoma 

increased in the control CT scan was taken into emergency surgery. 

Results and Conclusion: We saw that MRI is useful to clarify the diagnosis in isodense 

hematomas on CT. 

Keywords: Epidural hematoma, head trauma, MRI 

 

Introduction  

 

The collection of blood between the dura mater and cranial bones is called epidural hematoma. 

It is a condition that may require urgent intervention and can lead to serious morbidity and 

mortality if  untreated (1). Acute epidural hematomas seen after head trauma are cases in which 

follow-up and if  necessary emergency surgical intervention may be required. (2,3). It is very 
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rare to be seen before the age of 2 and after the age of 60 due to the dura adhering more tightly 

to the inner tabula (4). In brain CT (computed tomography), they are biconvex, sharply 

demarcated in multiple sections, developing between the inner tabula and dura, and are usually 

hyperdense hemorrhages with homogeneous density, but they can also rarely be seen as 

isodense (5,6). In our case, an isodense epidural hematoma was observed in the CT scan of the 

patient who was admitted to the emergency room with head trauma after dizziness. The patient's 

diffusion MRI showed a hyperintense epidural hematoma. In this case, we wanted to draw 

attention to the importance of MRI in case the diagnosis of isodense epidural hematoma is 

missed. 

Case 

 

A 67-year-old female patient was admitted to the emergency department due to head trauma 

following dizziness. The patient had been hit in the left occipital region, had pain and edema. 

On physical examination, she was conscious, Glasgow Coma Scale (GCS): 15, and neurological 

examination was normal. The patient's vital signs were arterial blood pressure: 150/90 mmHg, 

pulse: 92/min, temperature: 36.5 ÁC, fPO2: 96%. He had chronic renal failure and hypertension 

in his medical history. In the patient's blood tests, urea was 93 mg/dl, creatine was 6.26 mg/dl, 

hemoglobin was 12.7 g/dl, hct was 39%, platelet was 310 10^9/L. CT was requested for the 

patient. In the CT scan, on the left of the midline at the level of the posterior fossa there was a 

mass? epidural hematoma? measuring 30x20 mm was available. (Figure-1). Diffusion MRI was 

performed for other cranial pathologies in the patient who had head trauma after dizziness. In 

the diffusion MRI (Magnetic Resonance Imaging), an epidural hematoma was observed in the 

posterior fossa at the level of the cerebellar hemisphere (Figure-2). The patient was consulted 

to a neurosurgeon. The patient, whose general condition deteriorated and whose epidural 

hematoma increased in the control CT scan (Figure-3), was taken into operation. 
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Figure-1: Isodense epidural hematoma in the posterior fossa 

 

 

Figure-2: Hyperintense epidural hematoma on diffusion MRI 
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Figure-3: Hyperdense epidural hematoma in control CT 

 

Discussion 

 

Epidural hematomas, which occur in 1% of all head traumas, are examined in two groups: acute 

and late venous epidural hematomas. The bleeding source is 85% arterial. The most common 

cause of hematomas is middle meningeal artery injury (4). The most accepted etiology to date 

is that temporoparietal bone linear fracture edges arise from tears occurring in the pterion region 

at the exit point of the artery from the bone canal and/or in its subsequent branches (4,6). In CT, 

epidural hematomas can be seen as hyperdense, isodense or hypodense depending on the time 

of bleeding (7,8). It is said that the formation of an isodense image in CT is related to the 

erythrocyte and hemoglobin protein concentration and, to a lesser extent, the iron in the 

hemoglobin molecule (8). The fact that the serum hemoglobin value is in the range of 9-11 g/dL 

may be a reason why the brain has approximately the same density on CT. There are three 

possible reasons for this appearance. The first is the absence of fresh blood in the bleeding in 

the epidural space, the second is the decrease in shaped elements in the blood due to low 

hematocrit, and the third is the mixed blood and cerebrospinal fluid (7-10). In the CT of the 

case we present, the epidural hematoma appears isodense and cannot be clearly differentiated 

from a mass. In the diffusion MRI, the epidural hematoma is clearly seen as hyperintense. We 

wanted to emphasize that diffusion MRI can be performed for the differential diagnosis of 

epidural hematoma, which is seen as isodense on CT, which is a rare condition. 

Conclusion 

 

Hematomas can also be seen as isodense on CT, which may cause the diagnosis to be missed 

or misdiagnosed. Therefore, we found that in suspicious cases, MRI may be useful to clarify 

the diagnosis of these cases. 
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Abstract 

 

Temporomandibular joint (TMJ) dislocation is a rare clinical condition in which patients 

immediately seek medical attention due to severe pain. Although multiple methods can be tried 

to reduce the dislocation, the most commonly used traditional method is the intraoral technique. 

Acute ischemic stroke; It is a clinical condition that occurs when blood flow drops below a 

critical level due to blockage or narrowing of the vessels leading to the brain. In this case, we 

will  present the ischemic cerebrovascular event that developed after reduction in a patient with 

jaw dislocation. 

Case 

A 36-year-old male patient applied with complaints of pain in the jaw when yawning, inability 

to close his mouth, and inability to speak, vitals were stable. X-ray of the patient with previously 

known ventricular septal defect and right ventricular hypertrophy showed dislocation of the 

right TMJ (fig. 1). The dislocated joint of the patient was reduced by the manual traditional 

intraoral method by the otolaryngologists. The patient, who returned to the emergency room, 

was re-examined due to the newly developed complaints of loss of strength in the left arm and 

leg and inability to speak. In the physical examination, the motor strength in the left upper and 

lower extremities was 3/5 and the patient was dysarthric. The patient's laboratory values were 

normal. In the patient's computed tomography (CT), there was a subacute infarction at the basal 

ganglia level on the right side. Based on the compatible image (Figure 2), diffusion magnetic 

resonance (MR) imaging was planned. Here, an infarct area was detected on the right at the 
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basal ganglia level (figure 3). While thrombolytic therapy was planned for the patient, when the 

patient's complaints completely returned to normal, thrombolytic therapy was abandoned and 

anticoagulant therapy was started. The patient was admitted to the neurology service for follow- 

up and treatment. 

Conclusion 

 

Our patient developed an ischemic stroke as a result of the interruption of flow in the carotid 

artery or the separation of thrombus from the vessel wall during the reduction of jaw dislocation. 

Keywords: stroke, Temporomandēbular Joēnt Reductēon , Temporomandibular joint 

dislocation 

 

 

TEMPOROMANDIBULAR  JOINT  REDUCTION -RELATED  ACUTE ISCHEMIC 

STROKE 

 

 

Introduction  

 

The temporomandibular joint (TMJ) is a diarthrodial joint located between the mandibular 

condyle and the mandibular fossa of the temporal bone, just in front of the external auditory 

canal. TMJ dislocation is a rare clinical condition in which patients present to the emergency 

department quickly due to severe pain[1]. While it can be traumatic, non-traumatic dislocations 

can also occur following activities such as yawning, chewing, speaking, or laughing. The most 

commonly used traditional method for reducing dislocation is the intraoral technique, where 

the mandible is grasped between two hands and thumbs at the level of the lower molars, then 

the mandible is first pushed down and then backward to relocate it [2]. Acute ischemic stroke 

is a clinical condition caused by a critical reduction in blood flow to the brain due to occlusion 

or narrowing of blood vessels[3]. Ischemic stroke accounts for 80% of all strokes. Thrombolytic 

therapy or thrombectomy may be administered depending on the time of presentation. In this 

case, we will  present a case of acute ischemic cerebrovascular event following jaw dislocation 

reduction. 

 

 

Findings 
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A 36-year-old male patient presented to the emergency department complaining of pain in the 

jaw, inability to close the mouth, and difficulty speaking while yawning. The patient's general 

condition was good, and vital signs were stable. The patient had a known history of ventricular 

septal defect and right ventricular hypertrophy. X-ray revealed a dislocation of the right TMJ 

(Figure 1). The dislocated joint was manually reduced by ENT physicians using the traditional 

intraoral method, and the patient was sent back to the emergency department. Upon returning 

to the emergency department, the patient was re-examined due to new-onset weakness in the 

left arm and leg and difficulty  speaking. Physical examination revealed motor weakness of 3/5 

in the left upper and lower extremities, and the patient was considered dysarthric. Vital signs 

were stable, and laboratory values were normal. Computed tomography (CT) scan of the brain 

showed subacute infarction compatible with the basal ganglia on the right side (Figure 2). 

Diffusion magnetic resonance imaging (MRI) revealed an infarct area at the level of the basal 

ganglia on the right side (Figure 3). Brain-neck CT angiography showed no acute pathology. 

Thrombolytic therapy was planned for the patient, but due to complete resolution of symptoms, 

thrombolytic therapy was abandoned, and anticoagulant therapy was initiated. The patient was 

admitted to the neurology service for follow-up and treatment purposes. 

 

 

Figure 1: Right Temporomandibular Joint Dislocation X-Ray image 
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Figure 2:The patient's non-contrast cranial computed tomography image 

 

 

Figure 3:The patient's cranial magnetic resonance image 

 

 

 

 

 

Conclusion 



105 

 

 

In our patient, an acute ischemic stroke occurred as a result of carotid artery occlusion or 

thrombus detachment from the vessel wall during temporomandibular joint reduction, a rare 

clinical event. Especially in patients at risk for ischemic stroke, alternative reduction methods 

may be preferable to manual methods, as temporary interruption of carotid flow may occur 

during intraoral reduction. 
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Spontaneous or Iatrogenic Esophageal Rupture? 

 

 

Introduction: 

Esophageal perforation is a rare pathological condition, but its incidence has increased in recent 

years due to invasive interventions, and it is usually the last pathological condition that comes 

to mind when we list the prediagnoses for fatal chest pain with high mortality. 

Oesophageal perforation has a high morbidity and mortality rate due to its close relation to vital 

organs, mediastinal and pleural inflammation and infection in a short time, followed by sepsis. 

Although it is quite rare, its mortality is between 10-20%. Delay in diagnosis is directly related 

with mortality. Therefore, diagnosis and treatment planning should be made rapidly in the 

emergency department. 

 

Case: 

A 40-year-old male patient with known mental retardation and peptic ulcer disease was referred 

to our emergency department by 112 teams because of gastric pain, vomiting and minimal 

pneumothorax on the right side, worsening of his clinical condition and hypotension. 

On admission, blood pressure was 87/55 mmHg, oxygen saturation was 99%, and heart rate 

was 98. On examination, the abdomen was relaxed and lung sounds were found to be decreased 

in bilateral lower zones. Laboratory findings at presentation and progression during follow-up 

are shown in Table 1. 

 

Table 1. 
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This patient was admitted to our emergency department at 04.30 in the morning and his CT 

scan was repeated at 07.00 during follow-up because of increased tachycardia and tachypnoea. 

Tube thoracostomy was applied to the right hemithorax due to increased pneumothorax 

especially on the right side. (Figure 1) The fluid coming into the thoracostomy tube was thought 

to be gastric dilatation fluid. (Figure 2) Emergency endoscopy was planned for the patient who 

was thought to have oesophageal rupture. 

 

Figure 1. 
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Figure 2. 

 

 

 

 

 

The patient whose hypotension deepened and haemodynamics deteriorated during transfer to 

endoscopy was brought back to the emergency department and electively intubated. Cardiac 

arrest developed during intubation and CPR was performed for 5 minutes in the emergency 
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department and response was obtained. The patient who was followed up intubated with 

positive inotropic support was admitted to the 3rd level anaesthesia and reanimation intensive 

care unit. 

Discussion: 

 

Oesophageal injuries are rare but fatal. Emergency management is challenging and mortality is 

still high. Management is multidisciplinary and includes emergency medicine, general surgery 

and thoracic surgery, anaesthesia, otorhinolaryngology, gastroenterology and radiology clinics. 

Treatment of oesophageal injury depends on the cause, extent of damage and localisation (neck, 

thorax and abdomen). Whilst oesophageal perforation was previously generally caused by 

barogenic or traumatic causes, iatrogenic causes have recently come to the fore. 

 

¶ The most common cause is 60% iatrogenic (diagnostic endoscopy, dilatation, 

variceal ligation, sclerotherapy, etc.). 

¶ Apart from iatrogenic causes, the most common cause is spontaneous rupture 

(Boerhaave syndrome). 

¶ Foreign body ingestion, caustic substances, trauma and tumour are other causes of 

oesophageal perforation. 

¶ Perforations occur most frequently in the intrathoracic part of the oesophagus (57%), 

followed by the cervical part (27%) and least frequently in the intraabdominal part 

(19%). 

 

In the anamnesis of our patient, it was learned that nasogastric catheter insertion was attempted 

in an external centre because vomiting did not respond to anti-emetics, but it was difficult 

because of the non-compliance of the immobile patient with mental retardation and the 

procedure failed after several attempts. This situation suggested iatrogenic rupture of the 

oesophagus or spontaneous rupture (Boerhaave syndrome) in a patient with a diagnosis of 

peptic ulcer. 

 

Keywords: Esophageal rupture, spontan, iatrogenic 
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INTRODUCTION  

 

Cardioembolic conditions (atrial fibrillation, etc.) and hypercoagulable states are the 

main reasons for the detection of infarction at various sites in patients (1-3). Prone patients may 

be diagnosed with infarcts in multiple localizations (3,4). In this case, the situation becomes 

complicated and management becomes difficult. It is especially critical to identify the 

underlying cause and to organize treatment accordingly. Since the cause of the infarction is a 

thromboembolic phenomenon, a cardiac investigation is necessary (5) (echocardiography, 

electrocardiography and holter monitoring to evaluate arrhythmia). Researching for 

hypercoagulability should also be considered (researching for antiphospholipid antibodies, 

Factor V Leiden mutation, antithrombin III  activity, protein C, protein S, homocysteine levels) 

(6). 

A 44-year-old woman presented to the emergency department with left flank pain and 

was eventually diagnosed with multiple infarcts. In this case, we presented a patient who 

presented with a seemingly simple symptom and received multiple embolic diagnoses together 

after a comprehensive investigation. 

Keywords: infarction, hypercoagulability, cardioembolic 

 

 

 

CASE 

A 44-year-old woman presented to the emergency department with left flank pain. 

Physical examination revealed no pathology except for left costovertebral angle tenderness. In 

her anamnesis, she stated that she had dysarthria and weakness in her left arm 5 days ago, but 

https://orcid.org/0000-0002-3978-9534
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it resolved spontaneously. The patient had a history of anterior cerebral artery (ACA) and 

middle cerebral artery (MCA) infarction 1 year ago, hypertension, hyperlipidemia and missed 

abortion. The MTHFR gene was found to be heterozygous in the internal medicine examination 

1 year ago after the patient presented with similar complaints. Medications used Atorvastatin 

10 mg perioral (p.o), clopidogrel 75 mg p.o, telmisartan/hydrochlorothiazide 80/12.5 mg. 

Hemogram, biochemistry, C-reactive protein (CRP), prothrombin time (PT), activated partial 

thromboplastin time (aPTT) were within normal limits. Electrocardiography revealed no 

pathology. Diffusion magnetic resonance imaging showed watershed (Figure-1) and cerebellar 

infarction (Figure-2). The patient was consulted to neurology and enoxaparin 0.6 IU 2x1 

subcutaneously (s.c) treatment was started. Contrast-enhanced abdominal imaging revealed 

''4x2 cm capsular infarct area in the left kidney middle pole posterior, 1 cm infarct area in the 

right kidney lower pole, and infarct area in the spleen'' (Figure-3). The patient was consulted to 

urology and general surgery departments. Both departments recommended continuation of the 

recommended anticoagulant therapy. The patient was discharged after outpatient follow-up was 

recommended to the consulted departments. 

 

 

The patient presented to the emergency department 2 days later, this time complaining 

of tremor in the left hand lasting for a few minutes. He also complained of weakness in the left 

foot. Physical examination in the emergency department revealed no pathology. No new infarct 

area was detected in the imaging studies. The patient was consulted to neurology and 

continuation of the current treatment was recommended. 

After 2 days, the patient presented to the neurology outpatient clinic for control and was 

hospitalized in the ward for further investigation and treatment. In the patient's family history, 

it was learned that one of his siblings had pulmonary embolism at the age of 40, another sibling 

had ischemic cerebrovascular disease at the age of 50, and his mother had retinal artery 

occlusion at the age of 75. C-ANCA, anti ds DNA, anti nuclear antibody (ANA), anti-sm, anti- 

jo1, anticardiolipin Ig M/Ig G, homocysteine, protein C, protein S, Brucella (Rose Bengal) and 

tube agglutination, Antithrombin III activity, C4-C3, were sent. All of them were negative. 

Transthoracic echocardiography (ECHO) revealed no pathology. Lumbar Ponscion (LP) was 

performed. Glucose, albumin, sodium, gram stain and CSF culture were found within normal 

limits. During follow-up, the patient complained of pain and weakness in the right lower 
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extremity and arterial-venous doppler ultrasound (USG) imaging was performed. No pathology 

was detected. Electromyography was performed and no pathology was detected. Diffusion MR 

imaging revealed "diffusion limitation in the left ACA irrigation area". The patient was 

consulted to internal medicine for vasculitis and Fabry test was ordered in addition to the 

previously ordered tests. The patient was consulted to cardiology for transesophageal 

echocardiography. ECHO revealed a thrombus with a diameter of 0.8x0.5 cm in the subaortic 

region of the left ventricular outflow tract (LVOT) and warfmadin 5 mg 1x1 treatment was 

initiated and he was called to outpatient clinic control for PT (INR) level after 1 month. 

CONCLUSION 

 

We presented a patient who presented with a seemingly simple symptom and with 

clinical suspicion, good anamnesis and necessary investigations, a potentially fatal diagnosis 

was made and early treatment was initiated. When an infarct is detected in a patient, we should 

not hesitate for further investigations and maximum attention, assuming that this patient may 

have a predisposition to one of the cardioembolic or hypercoagulable conditions. 

 

 

 

 

 

Figure-1: Watershed infarct on diffusion MR imaging 
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Figure-2: Cerebellar infarct on diffusion MR imaging 

 

 

Figure-3: Infarction in both kidneys on contrast-enhanced abdomen tomography 
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Introduction  and Purpose 
 

The liver is one of our main organs that metabolize and eliminate drugs and various exogenous 

substances. For this reason, liver toxicity is common due to microbial, natural, industrial toxins, 

drugs and metals. (1,4) 

In patientswith jaundice or impaired liver function values that suggest a preliminary diagnosis 

of toxic hepatitis, the medications they take, the chemicals they are exposed to at home or at 

work, herbal medicines or complementary medicine products should be investigated and 

questioned. (1,5) 

Drug-induced liver damage is a common condition, with an incidence ranging from 1/100 to 

1/100,000. This case report emphasizes the importance of questioning the medications used in 

patients who develop acute hepatitis. (4) 

 

 

Materials and Methods 
 

The anamnesis of a 47-year-old female patient with a known diagnosis of hypertension, 

hyperlipidemia and asthma, who was referred to us from an external center due to high levels 

of asthma, hyperlipidemia and bilirubin showed that she was admitted to the external center. 

The patient used 1 box of Augmentin and a few tablets of Aferin, Mucinax-c, Levopront and 

Levmont. 

 

 

The patient's arrival vitals were stable. On physical examination, his general condition was 

good, there was widespread tenderness in the abdomen, and there was no defensive rebound. 

There were minimal rhonchi in lung sounds. In the laboratory tests taken, ast:1578 alt:1134 
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alp:241 ggt:820 U/L tot bil:2.7 and dirbil:1.8mg/dl were detected.Anti hbs ag neg, anti hbcigm 

neg, hbs ag neg, anti hbcig g neg, anti hav ig g neg were detected in the hepatitis serology at 

the external center. 

 

 

Contrast-enhanced abdominal tomography performed on the patient revealed no acute 

pathology other than situs inversus. The patient was consulted to the gastroenterology 

department with the preliminary diagnosis of drug-induced toxic hepatitis. Nac infusion was 

started to the patient, and hydration and analgesia were provided. The patient was admitted to 

the gastroenterology service with the preliminary diagnosis of drug-induced toxic hepatitis. 

 

 

Results and Conclusion 
 

Anamnesis and physical examination are of great importance in patients with high LFT. 

 

In our country, Amoxicillin-Clavunate is prescribed quite frequently, especially for upper 

respiratory tract infections. The patient's chronic diseases and recent medications should be 

questioned. (2,3,5) 

 

 

Key Words: Toxic hepatitis, amoxicillin-clavunate, drug-induced liver injury, elevated 

liver function tests. 
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Introduction  

 

Cerebrovascular stroke is an emergency condition caused by a decrease in blood flow to the 

brain due to various reasons. 

Stroke is one of the most common cause of death in the world and more importantly, it is the 

most important cause of disability (1). 

It can present with symptoms such as facial asymmetry and arm weakness, dizziness and a 

sensation of weakness. 

Cardiovascular anomalies, infections, and genetic thrombotic disorders are among the primary 

causes of ischemic strokes in children. (2,3). 

 

 

 

Case 

 

An 18-month-old male patient was brought to our emergency department due to falling out of 

bed. He was favoring his left side after the fall. No signs of trauma were detected. 

Patient's Glasgow was 15 and he can communicate freely. Although he can sit on his will, he 

cannot walk because of his weakness. 

Left lower and upper extremities have 3/5 strength, and there is reduced deep tendon reflex 

(DTR) activity, babinski and hoffman positivity on the left side. 

After the CT Scan ruled out the bleeding, patients Diffusion MR result showed us infarction in 

the corpus callosum 
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Patient was started on Clexane and Epixx for acute cerebral ischemia. Echocardiography was 

performed for etiological assessment, and resulted normal. 

The patients blood tests exhibited low Factor 8 and 9 levels, and the genetic panel revealed 

heterozygous mutations about thrombotic diseases. 

At the follow-up appointment two months later, it was observed that the patient's neurological 

symptoms had fully resolved. 

 

 

 

 

 

Discussion 

 

 

 

Acute ischemic stroke is becoming an increasingly serious cause of mortality and morbidity in 

children, with its frequency on the rise (4). 

Patients with symptoms such as seizure, unilateral weakness, and difficulty  speaking, we should 

consider stroke as initial diagnosis . It is crucial to obtain a brain CT scan to confirm that it isnôt 

bleeding (5). 

If ischemic stroke is suspected in the patient, the diagnosis should be clarified by a Diffusion- 

Weighted MRI, and the patient should be brought into the safety circle with the ABC protocol. 

Children often present to us with trauma and post-traumatic sequelae. While the patient's history 

may guide us towards trauma, cerebral infarction should be considered. 
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¥ZET 

 

Giriĸ 

 

Hemoptizinin nadir bir nedeni olarak gºr¿len aortabronĸial fist¿l ciddi mortalite ile iliĸkili olup, 

erken tanē ve cerrahi m¿dahale gerektiren bir durumdur. Aortun intrapulmoner adezyonu, aort 

anevrizmasēnēn nadir gºr¿len, ciddi mortalite ve morbiditeye neden olan bir komplikasyonudur. 

Olgu 

 

66 yaĸēnda erkek hasta yarēm saat i­inde baĸlayan ve 1 su bardaĵē kadar miktarda hemoptizi 

ĸikayetiyle acil servise baĸvurdu. Hemoptizi nedenini aydēnlatmak adēna hastaya ­ekilen 

torakoabdominal aorta ve pulmoner arter bilgisayarlē tomografi anjiyografi (BTA) 

gºr¿nt¿lemelerinde Stanford tip A diseksiyonu gºr¿ld¿. Ayrēca torakal aorta ve sol ¿st bronĸial 

arter arasēnda fist¿l ge­iĸi saptandē. 

 

 

Tartēĸma 

 

Aort operasyonu ºyk¿s¿ olan hastalarda bir­ok anatomik ve fizyolojik komplikasyonlar 

meydana gelebilmektedir. Bu komplikasyonlar arasēnda nadir gºr¿len sebeplerden birisi de 

aortabronĸial fist¿ld¿r. Bu fist¿ller senkop, angina, hemoptizi gibi semptomlar ile belirti 

vermektedir. Ayrēca miyokard enfarkt¿s¿, kardiyak aritmiler, kalp yetmezliĵi ve ani ºl¿me 

neden olabilirler 

Sonu­ 

 

Sonu­ olarak ge­irilmiĸ aort operasyonunun ge­ komplikasyonu olan false anevrizma ve buna 

baĵlē olarak geliĸen aortabronĸial fist¿l, erken tanē ve acil cerrahi tedavi gerektiren, tedavi 

edilmediĵi takdirde ºl¿mle sonu­lanabilen nadir bir komplikasyondur. 

Anahtar Kelimeler:  Aortabronĸial fist¿l, hemoptizi, psºdoanevrizma 
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ABSTRACT 

 

Ķntroduction 

 

Aortobronchial fistula, which is a rare cause of hemoptysis, is associated with serious mortality 

and requires early diagnosis and surgical intervention. Intrapulmonary adhesion of the aorta is 

a rare complication of aortic aneurysm that causes serious mortality and morbidity. 

Case 

 

A 66-year-old male patient was admitted to the emergency department with the complaint of 

hemoptysis, which started within half an hour and amounted to the size of 1 glass of water. 

Stanford type A dissection was observed in thoracoabdominal aorta and pulmonary artery 

computed tomography angiography (CTA) imaging performed on the patient to elucidate the 

cause of hemoptysis. Additionally, a fistula was detected between the thoracic aorta and the left 

upper bronchial artery. 

Discusion 

 

Many anatomical and physiological complications may occur in patients with a history of aortic 

surgery. One of the rare causes of these complications is aortobronchial fistula. These fistulas 

present with symptoms such as syncope, angina, and hemoptysis. They can also cause 

myocardial infarction, cardiac arrhythmias, heart failure and sudden death. 

Conclusion 

 

As a result, false aneurysm, which is a late complication of previous aortic surgery, and the 

resulting aorta-bronchial fistula, is a rare complication that requires early diagnosis and urgent 

surgical treatment and can result in death if left untreated. 

 

 

Keywords: aortabronchial fistula, hemoptysis, pseudoaneurysm 
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Giriĸ 

 

Hemoptizi solunum sistemi hastalēklarēnda ortaya ­ēkan, araĸtērēlēp nedeninin bulunmasē 

gereken ºnemli bir semptomdur. Hemoptizinin sēk gºr¿len nedenleri arasēnda solunum yolu 

enfeksiyonlarē (bronĸit, bronĸiolit, pnºmoni gibi), bronĸektazi, astēm, kronik obstruktif akciĵer 

hastalēĵē (KOAH) ve malignite sayēlmaktadēr. Afrika ve asya gibi sosyok¿lt¿rel a­ēdan az 

geliĸmiĸ bºlgelerde ise en sēk neden t¿berk¿lozdur1. Hemoptizinin ­ok nadir gºr¿len bir sebebi 

de aortabronĸial fist¿ld¿r. Bu durum ile karĸēlaĸēlan olgularda massif hemoptizi 

gºr¿lebilmektedir. Aortabronĸial fist¿l; aort ¿lserine, travmaya baĵlē aort yaralanmalarēna, 

mikotik anevrizmalara veya daha ºncesinde ge­irilen aort cerrahisine baĵlē bir komplikasyon 

olarak oluĸabilmektedir2. Aortun intrapulmoner adezyonu, aort anevrizmasēnēn nadir gºr¿len, 

ciddi mortalite ve morbiditeye neden olan bir komplikasyonudur3. Bu vakada hemoptizi ile 

gelen hastada nadir bir hemoptizi nedeni olarak ge­irilmiĸ bir aort cerrahisine baĵlē oluĸan 

aortabronĸial fist¿lizasyon geliĸmesi anlatēlacaktēr. 

Olgu 

 

66 yaĸēnda erkek hasta yarēm saat i­inde baĸlayan ve 1 su bardaĵē kadar miktarda 

hemoptizi ĸikayetiyle acil servise baĸvurdu. Ek ĸik©yeti olmayan hastanēn, solunum sesleri 

bilateral bazallerde kabalaĸmēĸ, dinlemekle her iki  hemitoraks solunuma eĸit katēlēyor, periferik 

nabēzlar a­ēk ve eĸit, batēn rahat, defans ve rebound yok. Kan basēncē 150/90 mm/Hg, nabēz 96 

atēm/dk, ateĸ 36,2 santigrat derece, oksijen sat¿rasyonu oda havasēnda %95 olarak ºl­¿lm¿ĸt¿r. 

¥zge­miĸinde kalp kapak replasmanē, asendan aort grefti operasyonu, KOAH mevcut. 

Metoprolol, asetilsalisilik asit, varfarin kullanēyor. 

Hemoptizi nedenini aydēnlatmak adēna hastaya ­ekilen torakoabdominal aorta ve 

pulmoner arter bilgisayarlē tomografi anjiyografi (BTA) gºr¿nt¿lemelerinde Stanford tip A 

diseksiyonu gºr¿ld¿. Ayrēca torakal aorta ve sol ¿st bronĸial arter arasēnda fist¿l ge­iĸi saptandē. 

Fist¿le baĵlē hemoptizi d¿ĸ¿n¿lerek kalp damar cerrahisi branĸēna kons¿lte edildi. Ķlgili branĸ 

tarafēndan yoĵun bakēm yatēĸē uygun gºr¿len hastanēn iki  g¿n s¿ren takip sonrasē aortabronĸial 

fist¿l nedeniyle cerrahiye alēndē. Operasyon esnasēnda desendan aortanēn subklavyen arter 

dalēnēn ­ēkēĸ noktasēndan itibaren anevrizmatik gºr¿n¿mde olduĵu ve sol bronĸial arterin 

aortadaki psºdoanevrizmaya yapēĸēk olduĵu gºr¿ld¿. Yapēĸēklēklar giderildi. Desendan aort 

replasmanē yapēldē ve iĸlem baĸarē ile sonlandērēldē 
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Postoperatif s¿re­te yoĵun bakēm ¿nitesinde ve servis takiplerinde herhangi bir 

komplikasyonla karĸēlaĸēlmayan hasta ĸifa ile hastaneden taburcu edildi. 

 

 

 

ķekil 1. BT Anjiografi aksiyal (A) ve koronal (B) kesitlerinde desendan aorta subklavyen arter 

dalēnēn ­ēkēĸ noktasēndan itibaren anevrizmatik ve sol bronĸial arter aortadaki 

psºdoanevrizmaya yapēĸēk 

Tartēĸma 

 

Aort operasyonu ºyk¿s¿ olan hastalarda bir­ok anatomik ve fizyolojik  komplikasyonlar 

meydana gelebilmektedir. Bu komplikasyonlar arasēnda nadir gºr¿len sebeplerden birisi de 

aortabronĸial fist¿ld¿r. Bu fist¿ller senkop, angina, hemoptizi gibi semptomlar ile belirti 

vermektedir. Ayrēca miyokard enfarkt¿s¿, kardiyak aritmiler, kalp yetmezliĵi ve ani ºl¿me 

neden olabilirler4. 



126 

 

 

Sunulan vakada hastaya aort anevrizmasē nedeniyle aort grefti ve kapak replasmanē 

uygulanmēĸ ve ge­ dºnem komplikasyonu olarak aortabronĸial fist¿l¿n meydana geldiĵi 

d¿ĸ¿n¿lm¿ĸt¿r. Aortabronĸial fist¿ller, ge­ dºnemde prostetik greft s¿t¿rlerinin neden olduĵu 

inflamatuar cevaba sekonder dokular arasēnda patolojik fiksasyon oluĸmasē ile meydana 

gelebilmektedir5. 

Aort ile bronĸial arter arasēnda fist¿l geliĸen olgular semptomatik ve asemptomik 

olabilmektedir. Vakamēzda ise g¿nl¿k pratikte ­ok nadir gºr¿len semptomlardan hemoptizi 

meydana gelmiĸtir. 

Aortabronĸial fist¿l tanēsē akciĵer grafisi, bronkoskopi, anjiyografi, bilgisayarlē 

tomografi (BT) ve magnetik rezonans gºr¿nt¿leme (MR) teknikleri kullanēlarak 

konulabilmektedir. Anevrizmanēn erken tanēmlanmasēnda ilk adēmda kullanēlan fakat spesifik 

olmayan metod akciĵer grafisidir6. G¿nl¿k pratikte acil servislerde spesifik olabilecek 

noninvaziv yºntemlerden bir tanesi BTAôdēr. MR ise vask¿ler yapēlar ve yumuĸak doku arasēnda 

m¿kemmel kontrast saĵladēĵē i­in tanē ama­lē kullanēlabilir7. 

Anatomik olarak ­ēkan aortta geliĸen anevrizma bronĸial arter ile yakēn komĸuluk 

kurabilmektedir. Bunun sonucunda desendan aortanēn posterior kēsmēnda oluĸan bir kanama 

veya hematom, bronĸial arter ­evresine yayēlabilir. Bu y¿zden bu t¿r olgular bizlere hemoptizi 

semptomuyla gelebilmektedir. Tanē konulduktan sonra acil cerrahi m¿dahale gerekmektedir. 

Stanford tip A diseksiyonu tek baĸēna bile baĸlē baĸēna ciddi mortalite sebebiyken, nadir olan 

bu komplikasyon ile birleĸtiĵinde mortalite oranē daha da ­ok artēĸ gºstermektedir. Stanford tip 

A diseksiyonuna eĸlik eden hemoptizilerin prognozunun kºt¿ seyrettiĵi gºr¿lmektedir. Rapor 

edilen yaklaĸēk 15 vakadan sadece 4 tanesi saĵ kalēm ĸansē yakalamēĸtēr8. Vakamēz cerrahi 

sonrasē tam iyilik hali ile taburcu olmuĸtur. 

Sonu­ 

 

Sonu­ olarak ge­irilmiĸ aort operasyonunun ge­ komplikasyonu olan false anevrizma 

ve buna baĵlē olarak geliĸen aortabronĸial fist¿l, erken tanē ve acil cerrahi tedavi gerektiren, 

tedavi edilmediĵi takdirde ºl¿mle sonu­lanabilen nadir bir komplikasyondur. Daha ºnce torasik 

aortada operasyon ºyk¿s¿ olup, hemoptizi ĸik©yeti ile gelen ve akciĵer grafisinde mediastinal 

kitle saptanan olgularda aortabronĸial fist¿l akla gelmelidir. 
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ABSTRACT 

 

Aneurysm is defined as focal dilatation with an increase of at least 50% in the normal diameter 

of the artery. Accordingly, the abdominal aorta must be at least 3 cm in size. Abdominal aortic 

aneurysm is a relatively common, life-threatening condition. 

The normal diameter of the infrarenal aorta is 1.5 cm in women and 1.7 cm in men after the age 

of 50. The limit considered to be an abdominal aortic aneurysm is an infrarenal diameter of 3 

cm or more, even if asymptomatic. 90% of abdominal aortic aneurysms are infrarenal. 

In our case, the patient who presented with right flank pain radiating to the leg and had a known 

bladder stone, was diagnosed with an abdominal aortic aneurysm rupture at the infrarenal level 

as a result of CT evaluation. In our case, all peripheral pulses of the patient were palpable. In 

our case, although the patient had renal colic, contrast-enhanced whole abdominal tomography 

was requested because the pain was radiating to the leg and the patient was hypotensive. As a 

result of CT, aneurysmatic dilatation of 10 cm in diameter was noted in the patient's abdominal 

aorta at the infrarenal level. A retroperitoneal hematoma, measuring 18*10 cm at its widest 

point, was observed adjacent to the abdominal aorta. It was considered secondary to abdominal 

aortic aneurysm rupture. It is presented to keep in mind mortal diagnoses such as abdominal 

aortic aneurysm rupture in patients who are known to have a history of renal colic and come to 

the emergency department with the complaint of side pain. 

Key words: emergency department, flank pain, aortic aneurysm rupture 
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INTRODUCTION  AND PURPOSE 

 

Abdominal aortic aneurysm (AAA) is the expansion of the aorta at the subdiaphragmatic 

level to 1.5 times its normal diameter. The incidence rate in the whole population is between 3- 

5%. The incidence rate increases in direct proportion to age, 5% over the age of 65; It occurs 

with a frequency of 9% in people over the age of 75. It is 5 times more common in men than 

women. Detection of a pulsatile mass during physical examination along with abdominal pain 

should raise suspicion of AAA and rupture. It has been reported that the risk of rupture in 

abdominal aortic aneurysm is related to the diameter of the aneurysm. 

Since the natural course of an aneurysm is progressive growth and eventually rupture, the 

diagnosis should be made as soon as possible. Contrast-enhanced thoracoabdominal computed 

tomography is a frequently used method in diagnosis recently. Detection of a ruptured AAA  is 

a life-threatening clinical situation that requires urgent intervention. 

Abdominal aortic aneurysm is caused by degeneration in the media layer of the arterial wall, 

which causes slow and continuous dilatation of the lumen of the vessel. It is the result of 

insufficiency of the main structural proteins of the aorta (collagen, elastin). The factors that 

cause this condition to occur are unknown. However, there is a genetic predisposition. 

Degeneration ultimately results in widening of the vascular lumen and loss of structural 

integrity. 

The biggest risk factors for abdominal aortic aneurysm rupture are being over 65 years of 

age, male, and having peripheral atherosclerotic vascular disease. Chronic obstructive 

pulmonary disease, previous aneurysm repair or the presence of a peripheral aneurysm, 

coronary artery disease, and hypertension are other accepted risk factors. 

The prognosis is not good for patients with ruptured AAA before hospitalization. More than 

50% of cases cannot reach the emergency department. Survival decreases by 1% every minute 

in these cases. 

CASE REPORT: 

 

A 73-year-old male patient came to the emergency department with a complaint of sudden onset 

of side pain radiating into his right leg. GCS:15. He was oriented and cooperative. Vital signs 

were stable. In the physical examination, there was no defense or rebound in the abdomen. He 

had right side pain. Ekg: was in sinus rhythm. He did not describe dysuria. There was a previous 
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history of renal colic. All  of the patient's pulses were taken bilaterally. He had a known history 

of hypertension, benign prostatic hypertrophy, and upper gastrointestinal tract bleeding. Since 

the patient remained hypotensive during follow-up, contrast-enhanced abdominal CT imaging 

was performed. 

In abdominal CT imaging; Aneurysmatic dilatation with a diameter of 10 cm was noted in the 

abdominal aorta at the infrarenal level. The active lumen diameter reaches 4 cm at its widest 

point. A retroperitoneal hematoma, measuring 18*10 cm at its widest point, was observed 

adjacent to the abdominal aorta. Additionally, a 16 mm diameter stone was observed in the 

posterior part of the bladder in the left half. 

The patient was consulted with cardiovascular surgery with the diagnosis of abdominal aortic 

aneurysm rupture, and was admitted to the cardiovascular surgery intensive care unit for the 

operation. 
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DISCUSSION 

 

Abdominal aortic aneurysms may present with different signs and symptoms that mimic other 

diagnoses; Syncope, flank, back or abdominal pain, gastrointestinal bleeding from 

aortoduodenal fistula, limb ischemia due to embolization of thrombus in the aneurysm, shock 

or sudden death may occur. Sudden death is most often caused by intraperitoneal rupture of the 

aneurysm. Syncope that develops after severe abdominal pain and back pain without any 

warning symptoms suggests visceral or abdominal aortic aneurysm rupture. 

Differential diagnosis of abdominal aortic aneurysm includes the causes of syncope, abdominal 

pain, chest pain, back pain and shock. Cardiac, abdominal and retroperitoneal diseases, 

including renal, hepatobiliary and pancreatic diseases, should also be considered in the 

differential diagnosis. Unfortunately, some patients may be discharged from the emergency 

department with benign diagnoses such as musculoskeletal back pain or enteritis. 

Abdominal aortic aneurysms rarely present as chronic rupture. Retroperitoneal rupture may 

cause sufficient fibrosis to limit blood loss. The inflammatory response often causes long- 

standing pain. Despite this serious pathology, the patient can appear remarkably well. 

In our case, the patient presented with side pain and had a history of kidney stones. Although 

he could have been discharged from the emergency department considering renal colic, he was 

diagnosed with abdominal aortic aneurysm rupture due to clinical suspicion and was 

hospitalized to the cardiovascular surgery department. 
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Laboratory tests are not helpful in diagnosing AAA. However, it is important to perform a 

complete blood count to determine the need for transfusion due to bleeding. Liver and kidney 

function tests may be performed to detect organ ischemia. 

Plain radiographs, USG and CT angiography and magnetic resonance (MR) imaging are 

imaging techniques for the diagnosis of AAA.  Ballooning of the aortic walls can be detected in 

patients with severe calcific plaques on standing plain abdominal radiographs and lateral 

radiographs. USG has 90% sensitivity in detecting aneurysm. It is a disadvantage that adequate 

images cannot be obtained with USG due to retroperitoneal bleeding and intestinal gas. 

Anatomical details of the aneurysm and retroperitoneal bleeding can be detected with CT 

angiography. In our case, since he remained hypotensive during the emergency department 

follow-up, CT angiography was performed with the preliminary diagnosis of aortic dissection 

and AAA, and abdominal aortic aneurysm and retroperitoneal bleeding were detected. In our 

case, since he remained hypotensive during the emergency department follow-up, CT 

angiography was performed with the preliminary diagnosis of aortic dissection and AAA, 

abdominal aortic aneurysm and retroperitoneal bleeding were detected. 

AAAs might become fatal in a short time if the diagnosis is missed. Especially in patients 

presenting with atypical symptoms, clinical suspicion and imaging methods become important 

in emergency departments to make a rapid diagnosis and guide treatment. 
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Abstract 

Introduction  and Purpose: Despite all the precautions and technological developments taken 

today, individuals are exposed to trauma due to various reasons. Trauma is the most common 

cause of death, especially in children and young people (between the ages of 1-44). Post- 

traumatic thoracic vertebra fractures are less common than fractures in other parts of the spine. 

This may be attributed to the fact that thoracic vertebrae are more resistant to trauma. Thoracic 

vertebra fractures are generally associated with high-energy trauma such as traffic accidents 

and falls from height. 

Materials and Methods: A 32-year-old male patient was brought to the emergency room by 

ambulance with complaints of chest pain and inability to feel his legs after a concrete mixer fell 

on him. In the neurological examination of the patient, the patient was paraplegic. Computed 

brain tomography revealed displaced fracture and pneumocephalus in the left occipital region. 

A C1 vertebra fracture was detected on cervical vertebra tomography. Thorax and thoracic 

vertebra tomography revealed a T4 compression fracture, displaced rib fractures on the left, and 

minimal pneumothorax on the left. After the Thoracolumbar Injury and Severity Scoring 

(TLICS) decision was made, the patient's spinal cord was decompressed by performing T2-T3 

total laminectomy. 

Results and Conclusion: Thoracic vertebra fractures generally occur as a result of high- 

intensity trauma. The approach is made according to the anatomy of the fracture, the damage it 

causes to the surrounding tissues, and the results of the nerve sensory examination. In these 

patients, early intervention and decompression due to nerve damage are important for the 

patient's recovery in the future. 

Keywords: Paraplegia, trauma, work accident 

 

Introductēon 
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Despite all the precautions and technological developments taken today, individuals are 

exposed to trauma due to various reasons. As a result, life long permanent disabilities and deaths 

may occur. Trauma is the most common cause of death, especially in children and young people 

(between the ages of 1-44) (1). Post-traumatic thoracic vertebra fractures are less common than 

fractures in other parts of the spine. This may be attributed to the fact that thoracic vertebrae 

are more resistant to trauma (2). Thoracic vertebra fractures are generally associated with high- 

energy trauma such as traffic accidents and falls from height. It has been observed that thoracic 

region fractures, although less frequent, are associated with more neurological injuries. There 

are more neurological injuries in thoracic vertebra fractures due to reason ssuch as the 

narrowness of the spinal canal in the thoracic region, the shorter distance between the spinal 

cord and bone parts, and the more limited blood flow of the spinal cord in this region (3). 

Case 

 

A 32-year-old male patient was brought to the emergency room by ambulance with complaints 

of chest pain and inability to feel his legs after aconcrete mixer fell on him. The patient does 

not have any disease. The patient's vital signs were arterial blood pressure 172/78 mmHg, pulse 

97/min, temperature 36.7 ÁC, and oxygen saturation 100%. The patient's fingertip spot blood 

sugar was 134 mg/dl. The patient was agitated and his general condition was moderate to poor, 

with a Glasgow coma scale (GCS) of 14. During head and neck examination, there was a skin 

and subcutaneous incision approximately 1x6 cm in size in the left occipital region. There was 

sensitivity at the C1-C2 vertebra in the cervical examination performed with a neck collar on. 

Pupillary isochoric, direct and indirect light reflexes +/+. Eye movements were normal and 

there was no facial asymmetry. There was bilateral lower extremity pain and temperature 

sensory loss. Upper extremity motor examination bilateral 5/5. Bilateral Upper extremity 

sensory examination 5/5. Bilateral lower extremity motor examination 1/5, Bilateral lower 

extremity sensory examination 2/5. There was bilateral lower extremity pain and temperature 

sensory loss. Total sensory and motor loss was detected below both breast levels. Urinary and 

fecal incontinence was not observed. There was severe sensitivity at the thoracic T4 level. There 

was tenderness at the level of the 5.-6. rib of the right hemithorax. By auscultation, bilateral 

lung sounds were equal. The abdomen was comfortable, there was no sensitivity, no defense, 

and no rebound. Peripheral pulses were equal and full. The patient was immediately 

administered IV isotonic and analgesic treatment and antibiotics. Tetathnosis vaccine was 



135 

 

 

given. In radiological imaging, displaced fracture and pneumocephalus were observed in the 

left occipital region on computerized brain tomography. (Figure-1). C1 vertebra fracture was 

detected on cervical vertebra tomography (Figure-2). Thorax and thoracic vertebra tomography 

revealed a T4 compression fracture, displaced rib fractures on the right, and minimal 

pneumothorax on the right (Figure-3). No acute traumatic pathology was observed on 

abdominal tomography. In thoracic vertebra MRI imaging, height losses in favor of multiple 

compression fractures were observed in the T3, T4, T5, T6, T7, T8 vertebral bodies. In addition, 

extension towards the spinal canal in the posterior element of the vertebral body due to 

compression at the T3-4 level, and anterior compression of the thecal sac and spinal cord at this 

level were detected (Figure-4). The patient was admitted to the intensive care unit with a loading 

treatment of 1000 mg of methylprednisolone administered over 2 hours. After the 

Thoracolumbar Injury and Severity Scoring (TLICS) (Table-1) decision was made, the patient's 

spinal cord was decompressed by performing T2-T3 total laminectomy. The patient, who 

received treatment for a long time after intensive care follow-ups, was discharged as a 

paraplegic with physical therapy recommendations. During follow-up examinations, it was 

observed that the patient's lower extremity motor power returned to level 3/5. 

 

 

Figure-1: Fracture in the left occipital bone and pneumocephalus 
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Figure 2: C1 vertebra fracture 

 

 

Figure-3: T4 vertebral fracture, rib fracture on the left and minimal pneumothorax 
 

 

 

 

Figure-4: Thoracic MRI of medulla spinalis incision 

 

Tablo-1: Thoraco-Lumbar Injury Classification and Severity Score (TLICS) 

 

Thoraco-Lumbar  Injury  Classification and Severity Score (TLICS)  

1 Morphology -Compression 1 -Radiographs 

 Immediate stability -Burst 2 -CT 

  -Translation/Rotation 3  

  -Distraction 4  

2 Integrity  of PLC*  -Intact 0 -MRI 

 Long term stability -Suspected 2  

  -Injured 3  
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3 Neurological status -Intact 0 -Physical examination 

  -Nerve root 2  

  -Complete cord 2  

  -Incomplete cord 3  

  -Caudaequina 3  

Predicts -Need for Surgery 0-3 -Nonsurgical 

  4 -Surgeonôs choice 

  >4 -Surgical 

Dēscussēon 

 

In 1980, with the use of computerized tomography (CT) in thoracic vertebra fractures, Denis 

divided the spine into three columns. Denis classification is based on the theory of three 

columns: anterior, middle and posterior column (4). According to this classification, injuries 

were observed in both the anterior and posterior columns in our patient. The Thoracolumbar 

Injury and Severity Score (TLICS) classification was defined by Vaccaro et al. in 2005. In this 

classification; Scoring is done by taking into account the morphological characteristics of the 

fracture, the integrity of the posterior ligaments and the neurological status of the patient. This 

score gives us the severity of the injury and treatment is planned accordingly (5). According to 

this scoring, our patient had a compression fracture, suspected injury to the posterior 

ligamentous complex integrity, and complete spinal cord damage, so the surgical option was 

deemed appropriate for our patient. In the treatment of thoracic fractures, in cases where 

instability is detected; Anterior, posterior or combined surgical interventions are performed. 

The aims of the applied surgical treatment are; These can be listed as providing neural 

decompression, restoring spinal ligament, ensuring fusion in the area of the fracture, and 

preventing deformity that may develop in the future (6). Today, most cases of thoracic trauma 

are successfully treated with posterior approaches, without the need for anterior intervention. 

Developments in posterior approaches have made many anterior approaches used in the past 

unnecessary. Especially with the developments in deformity surgery, decompression, 

stabilization and fusion, which could only be achieved with the anterior approach in the past, 

can also be easily achieved from the posterior (7). In our patient, the spinal cord was 

decompressed by performing T2-T3 total laminectomy with a posterior approach. 

Conclusion 
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As a result, thoracic vertebra fractures generally occur as a result of high-intensity trauma. The 

approach is made according to the anatomy of the fracture, the damage it causes to the 

surrounding tissues, and the results of the nevre sensory examination. Depending on the nevre 

damage, early intervention and decompression is important for the patient's recovery in the 

future. 
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Introduction and Purpose: Orbital cellulitis is an infection involving the orbit(fat and 

extraocular muscles).Orbital cellulitis can cause vision loss or even loss of life(1).Orbital 

cellulitis can usually be distinguished from preseptal cellulitis by clinical features 

(ophthalmoplegia,pain with eye movements and proptosis) and imaging studies(2).When the 

distinction is unclear, clinicians should treat patients as if they had orbital cellulitis.The most 

frequently identified pathogens in orbital cellulitis are Staphylococcus aureus and 

streptococci.(3)Although the most common cause of orbital cellulitis is bacteria, fungi, 

especially Mucorales(causing mucormycosis) and Aspergillus species, can cause life- 

threatening invasive orbital infections(3). Mucormycosis and invasive aspergillosis should be 

considered in patients with impaired host defenses(3). Mucormycosis primarily affects patients 

with diabetic ketoacidosis(3). Aspergillus infection of the orbit occurs in patients with severe 

neutropenia or other immunodeficiencies, including HIV infection(3).Hyperglycemia, often 

accompanied by metabolic acidosis, is the most common underlying condition. In this case 

report, orbital mucormycosis with central involvement is described. 

 

 

Material and Methods: This case is a 56-year-old female patient diagnosed with Diabetes 

Mellitus with orbital mucormycosis infection.She applied to the emergency room with 

complaints of swelling, pain in her right eye, loss of balance and numbness in her left arm for 

2-3 days.The orbital CT scan taken showed an appearance consistent with orbital cellulitis. 

Diffusion MRI showed diffusion restrictions compatible with acute ischemia in the internal and 

cortical border zones of the right cerebral hemisphere. On examination, the right pupil is fixedly 

dilated and eye movements are completely restricted in all directions on the right. There were 

signs of peripheral facial paralysis in the right half of the face.Meropenem, Vancomycin and 
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Keywords:Periorbital 

Immunosuppressed 

Cellulitis,Orbital Cellulitis, Mucormycosis, Mucorales, 

Amphotericin B was started empirically.The patient was admitted to the neurology intensive 

care unit. Candida Glabrata grew in the biopsy culture taken later. 

Results and Conclusion: If orbital cellulitis is considered, especially in immunosuppressed 

patients(malignancy patients, diabetes mellitus patients, etc.) mucormycosis should also be 

considered.Antifungal therapy should be considered in addition to empirical antibiotic therapy 

in the emergency department. 
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Introduction:  

 

 

 

Thoracic trauma accounts for approximately 25% of trauma-related deaths, and sternum 

fractures are observed in 3-8% of blunt thoracic traumas (1, 2). A fracture of the sternum occurs 

due to a direct blow to the sternum or disruption of the cortex due to a pathological process, 

and sternum fractures may be associated with cardiothoracic injuries (3). 

 

 

In this case, we present a patient who presented to the emergency department after a fall from 

height and was admitted to the thoracic surgery service with a diagnosis of sternum fracture. 

 

 

Case: 

 

 

 

A 62-year-old male patient was brought to the emergency department after falling from a height 

of approximately two meters. The patient stated that he couldn't remember which part of his 

body he hit. On arrival, his Glasgow Coma Scale (GCS) was 15, and his vital signs were stable. 

No major injuries were detected on primary examination. On physical examination, minimal 

tenderness was noted along the anterior midline of the chest with lower back pain. Neurological 

examination was normal, and no sensory-motor deficits were detected. Thoracic computed 

tomography (CT) revealed a sternum fracture in the sagittal plane (Image). On secondary 

examination, tenderness was found upon palpation in the area corresponding to this region. No 
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traumatic pathology was detected in other imaging studies. The patient was monitored for 

cardiac injury due to isolated sternum fracture. There were no abnormalities detected in the 

patient's ECG and cardiac enzyme levels. The patient was admitted to the Thoracic Surgery 

Service for conservative management. 

 

 

Discussion-Conclusion: 

 

 

 

In the literature, it is reported that 83% of sternum fractures are related to traffic accidents, 

while 13% are due to falls (4). In one study, falls were reported as the most common cause, 

accounting for 58% of cases (5). In our case, the cause was also a fall from a height. Sternum 

fractures are more commonly seen in older individuals and females (2). However, our case 

involved a 62-year-old male patient. In many studies, sternum fractures are most commonly 

observed in the sternal body. One study reported that fractures were mostly non-displaced (3). 

In our case, the fracture was located in the sternal body and was non-displaced. 

 

 

Patients with sternum fractures usually present with localized pain in the anterior chest wall 

that worsens with deep breathing (6). However, in our case, although there was pain in multiple 

body regions secondary to high-energy trauma, localized pain to the sternum was not described, 

and the diagnosis was made after imaging. 

 

 

The diagnosis of sternum fractures is generally made using lateral chest X-rays (4). However, 

in patients with multiple traumas or those who cannot be placed in positions due to pain, 

computed tomography (CT) can be utilized for diagnosis. Additionally, possible cardiac injuries 

such as pericardial effusion and cardiac contusion can be identified with CT (2). In our case, 

CT was preferred as the imaging modality due to high-energy trauma. 

 

 

The frequency of myocardial contusion following sternal fractures is reported to be 6-12% in 

the literature (7). The validity of electrocardiography (ECG) and cardiac enzyme measurements 

in investigating myocardial injuries has been established (8). Changes in ECG and cardiac 
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enzymes in patients with isolated sternum fractures appear in the first few hours and generally 

have a benign course (3). It is recommended to perform echocardiography for patients with 

abnormalities in cardiac enzyme levels. In our case, we investigated the patient for possible 

cardiac injury. No abnormalities were detected in the patient's ECG, and cardiac enzyme 

monitoring yielded normal results. Therefore, cardiology consultation for echocardiography 

was not deemed necessary. 

 

 

One of the important factors determining morbidity in sternum fractures is the presence of 

accompanying traumatic pathologies such as pneumothorax, hemothorax, hemopneumothorax, 

and rib fractures (3). In our case, no such pathologies accompanying the sternum fracture or 

additional organ and systemic pathologies were detected. 

 

 

The treatment approach for sternum fractures is classified as conservative and surgical. 

Indications for surgical treatment include excessive separation of fracture lines, presence of 

fractures leading to flail chest, and overlapping of fracture lines resulting in cosmetic 

deformities. Otherwise, a conservative approach is preferred. The prognosis for isolated 

sternum fractures is very good, with most patients fully recovering within a few weeks. The 

complication rate of isolated sternum fractures is reported to be 1-2%, with a mortality rate of 

0.7% (3). In our case, conservative management was chosen due to a non-displaced fracture, 

and the patient was admitted for observation. 

 

 

In conclusion, although sternum fractures have low morbidity and mortality rates, they should 

not be overlooked in patients with thoracic injuries. Patients with these injuries should undergo 

ECG and cardiac enzyme monitoring for cardiac injury, and echocardiography should be 

performed if necessary. 

 

 

References: 



145 

 

 

1. LoCicero J 3rd, Mattox KL. Epidemiology of chest trauma. Surg Clin North Am 1989;69:5- 

9. 

2. Athanassiadi K, Gerazounis M, Moustardas M, Mataxas E. Sternal fractures: retrospective 

analysis of 100 cases. World J Surg 2002;26:1243-6. 

3. ¢obanoĵlu, U., Hēz, ¥., Sayēr, F., Ediz, L., & ķehitoĵullarē, A. (2012). Travmatik ve 

Atravmatik Sternum Kērēklarē: 13 Olgunun Analizi. Turkish Thoracic Journal/Turk Toraks 

Dergisi, 13(4). 

4. Von Garrel T, Ince A, Junge A, et al. The sternal fracture: radiographic analysis of 200 

fractures with special reference to concomitant injuries. J Trauma 2004;57:837-44. 

5. Aydoĵmuĸ ¦, Sºnmezoĵlu Y, Kocat¿rk CĶ, ve ark. Travmatik sternum frakt¿rlerinde tanē ve 

tedavi. Solunum 2009;11:75-7. 

6. de Oliveira M, Hassan TB, Sebewufu R, et al. Long-term morbidity in patients suffering a 

sternal fracture following discharge from the A and E department. Injury 1998;29:609-12 

7. Wojcik JB, Morgan AS. Sternal fractures-the natural history. Ann Emerg Med 1988;17:912- 

4 

8. Hills MW, Delprado AM, Deane SA. Sternal fractures: associated injuries and management. 

J Trauma 1993;35:55-60. 



146 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Image. Corpus sterni fracture on the sagittal thorax CT scan. 
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Investigation of the Changing Trends in Emergency Medicine Specialization Preferences 

in Medical Residency Choices for the Year 2023 

 

 

INTRODUCTION:  

 

In Turkey, physicians who acquire the title of "medical doctor" after a six-year medical 

education must succeed in the Medical Specialty Examination (TUS) to specialize. The 

significance of specialization training is paramount, as it directly contributes to the competence 

of specialist physicians in areas such as human health, disease diagnosis, and treatment 

outcomes1. 

The TUS was first conducted in 1987 and has been held regularly twice a year since then. The 

preferences of physicians for TUS have started to change, influenced by certain laws and 

practices implemented as part of the Health Transformation Project initiated in Turkey in 20031. 

For approximately 20 years, specialized training in Emergency Medicine (EM) has been 

provided in Turkey. Unfortunately, despite being widely popular in the United States and 

featured in television series worldwide, EM Specialization has not attained the recognition it 

deserves in Turkey2. Each year, the TUS placement results reveal significant vacancies in 

specialized training positions, with a considerable portion of these vacancies pertaining to 

Emergency Medicine specialization positions. 

In our country, there are limited studies regarding the status of EM specialization in the TUS 

placement results. 

Given the mentioned information, there arises a need to determine whether there is any change 

in the TUS quotas and scores specifically for EM and the direction of this change. This research 

aims to examine the EM TUS quotas and scores for the year 2023 and analyze changes over the 

period. Thus, we believe that contributing to the decisions of the emergency medicine 

community and physicians opting for emergency medicine will be facilitated. 
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MATERIALS  AND METHODS:  

 

To examine the variation in placement scores of the EM specialization over the years, numerical 

data from the results of the TUS related to EM were obtained from the official website of the 

Student Selection and Placement Center (Known as ¥SYM in Turkish - 

https://www.osym.gov.tr/). In this context, the placement results for the year 2023 were 

analyzed as data for the year 2023, considering both the TUS 1st term and TUS 2nd term results. 

The "Numerical Information Regarding Placement Results" and "Minimum and Maximum 

Scores in Placement Results" documents related to the two TUS exams held in 2023 were 

downloaded from the ¥SYM website, and research data were extracted and recorded in 

electronic format. 

Institutions providing EM education were categorized as university hospitals, training and 

research hospitals, city hospitals, and military hospitals. For placements in these institutions, 

the minimum and maximum scores, as well as the fill  rates of quotas, were recorded. The main 

outcome criterion for the research was the base scores. Additionally, the average placement 

score, calculated from the smallest and largest placement scores and the number of placed 

individuals, was recorded. Quotas for foreign national specialization students and additional 

placement results were excluded from the study. 

The study did not obtain ethical committee approval, as it was conducted on data obtained from 

the official website of the Student Selection and Placement Center (Known as ¥SYM in Turkish 

- https://www.osym.gov.tr/). 

 

 

 

 

 

ANALYSIS:  

 

Microsoft Excel software and the online statistical calculation tool pvalue.io were utilized for 

the analyses. Results were presented using descriptive statistics (mean Ñ standard deviation 

(SD) for numerical variables, n (%) for categorical variables), and independent samples t-test 

and chi-square test were employed. A significance level threshold of <0.05 was considered. 

 

 

RESULTS: 

http://www.osym.gov.tr/)
http://www.osym.gov.tr/)


149 

 

 

In the 2023 TUS 1st term, the number of available positions was 12,703, the number of 

candidates was 8,466, the number of placed candidates was 7,744, and the number of unfilled 

positions was 723 (reference: ¥SYM website). In this period, a total of 733 positions were 

opened for the EM branch in the training programs of 110 institutions, and 99.6% of these 

positions (n=730) were chosen. Numeric data for the 2023 TUS 1st term are provided in Table 

1. 

In terms of placement, no significant difference was observed between University Hospitals 

and Training and Research Hospitals (TRH), University Hospitals and City Hospitals (CH), and 

TRH and CH (Sequentially, p=0.93, p=0.95, and p=0.99; Chi-square test). The distribution of 

placement status according to educational institutions is provided in Table 2. 

Regarding the average base placement score, no significant difference was found between 

universities and TRH, universities and CH, and TRH and CH (Sequentially, p=0.35, p=0.15, 

and p=0.45; Independent samples t-test). The distribution of average lowest placement scores 

according to educational institutions is presented in Table 3. 

The average base placement score did not show a significant difference between universities 

and TRH, universities and CH, and TRH and CH (Sequentially, p=0.35, p=0.15, and p=0.45; 

Independent samples t-test). The distribution of average highest placement scores according to 

educational institutions is provided in Table 4. 

In the 2023 TUS 2nd term, a total of 948 positions were opened in the training programs of 113 

institutions for the EM specialty. Of these, 67% (n=635) were chosen, and the vacancy rate for 

the positions was determined as 33%. The numerical information for the 2023 TUS 2nd period 

is provided in Table 5. 

In terms of placement status, no significant difference was observed between universities and 

TRH (p=0.55; Chi-square test). However, a significant difference was found between 

universities and CH and between TRH and CH (p<0.05 for both comparisons; Chi-square test). 

The distribution of the placement status for the positions based on educational institutions is 

presented in Table 6. 

The difference in the vacant quota status between the universities and TRH was not found to be 

significant (p=0.40; Chi-square test). However, a significant difference was observed between 

the university and CH, as well as between TRH and CH (p<0.05 for both comparisons; Chi- 
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square test). The distribution of vacant quota status according to educational institutions is 

presented in Table 7. 

There is a significant difference in the average placement base scores between the universities 

and TRH and between CH and TRH (p<0.05; Independent samples t-test). The distribution of 

the average lowest placement scores according to educational institutions is provided in Table 

8. 

There is a significant difference in the average placement ceiling scores between the universities 

and CH and between CH and TRH (p<0.05; Independent samples t-test). The distribution of 

the average highest placement scores according to educational institutions is provided in Table 

9. 

In our study, the lowest and highest placement scores determined for each institution in both 

TUS 1st term and TUS 2nd term were also examined. According to this analysis, there was no 

significant difference in terms of institution-based lowest and highest scores (p=0.084 and 

p=0.522, respectively; Independent samples t-test). The institution-based minimum and 

maximum scores for the EM specialty according to the 2023 TUS placement results are 

presented in Graph 1. 

In the 2023 TUS 1st term, out of 733 Acute Medicine specialization positions, only 3 remained 

vacant, while in the 2nd term, out of 948 positions, 315 were left unfilled. The institution-based 

vacant positions for the EM specialty according to the 2023 TUS placement results are 

illustrated in Graph 2. 

In the 2023 TUS 1st term, the occupancy rate for Acute Medicine specialization positions was 

99.6%, while in the 2nd term, this rate was determined to be 67%. The institution-based filled 

positions for the EM specialty according to the 2023 TUS placement results are presented in 

Graph 3. 

 

DISCUSSION: 

The EM specialty is inherently one of the challenging fields for physicians, and this is reflected 

in the ongoing TUS placement results. For many years, EM Departments have struggled to fill 

their positions, and a significant portion of the available positions has remained vacant. This 

lack of preference has been the subject of academic discussions, with an article exploring the 

reasons behind the unpopularity of the emergency medicine field. The study identified five main 
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reasons, including lack of recognition, violence, working conditions, intensity, and education. 

This research sheds light on the fact that even the interventions and efforts of emergency 

services and personnel, which save thousands of lives, have not increased the value attributed 

to emergency services. It highlights the alarming statistic that 70% of positions in the medical 

specialization exam remain unfilled2. 

 

World Health Organization (WHO) emphasizes that the achievement of a country's health goals 

is directly linked to the knowledge, skills, and motivation of its health workforce (HW). 

Therefore, the quantity and efficient organization of the health workforce play a pivotal role in 

determining the fate of a country in achieving its targeted health outcomes3. 

According to the 2023 projection of the Ministry of Health, the estimated number of physicians 

needed in our country is 200,062, which corresponds to a physician-to-population ratio of 2.37 

per 1000 people for the year 2023. In Turkey, the ratio of specialist physicians to general 

practitioners was 1.81 in the year 2017 (80,951 / 44,649). However, the projected ratio of 

needed specialist physicians to general practitioners for 2023 is estimated to be 9.63 (181,257 

/ 18,806)4. 

In Turkey, physicians graduating from medical faculties face two options: either working as a 

general practitioner for a certain period within the framework of the mandatory government 

service (DHY) or taking the TUS to start specialization in a medical field. Following the DHY 

and specialization training processes, physicians continue to provide services within the 

Ministry of Health, private sector, or university settings5. 

Since 1987, ¥SYM has conducted the TUS, an exam for placing students into the available 

positions in various medical specialties. Physicians make preferences for specialties based on 

the scores they achieve in this exam, and they are placed into their preferences according to the 

ranking. TUS is conducted twice a year, with the total number of available positions ranging 

from 3,000 to 4,500 per term. The number of applicants varies between 14,000 and 16,0006, 7. 

Approximately half of the applicants make preferences. It's essential to note that TUS is not a 

proficiency exam but a ranking exam5. 

The preferences for specialization areas based on TUS base scores have shown different trends 

over the years. A study examining preferences from 2007 to 2013 indicated that branches 

providing inpatient services, surgical services, and those frequently encountering patients were 

less preferred1. 



152 

 

 

In another study analyzing TUS results before and after the Health Transformation Program, it 

was observed that physicians' preferences for specialization changed. This shift is believed to 

indicate potential challenges in the coming years regarding the health services provided to the 

public. The system has been observed to direct physicians from major surgical branches towards 

internal branches, more diagnostic branches, and even basic sciences. It was found that 

successful medical graduates tend not to prefer "high-risk" branches8. 

EM Residency Training covers a 4-year period according to current regulations. Issues such as 

workload and violence in the current state of emergency services in our country negatively 

affect the attractiveness of this specialty. Physicians are not inclined to choose EM as their 

specialty training. Moreover, when EM is considered as a surgical branch, it aligns with the 

trend of surgical branches being less preferred in TUS results. 

Our research revealed significant changes in the placement results for EM in the two TUS 

sessions in 2023. According to the results of TUS 1st term, almost all EM positions were 

preferred (99.6%). However, in the placement results of TUS 2nd term, it was observed that 

approximately one-third of the EM positions remained vacant (33%). In the 2023 TUS 1st term, 

12,703 positions were opened, whereas in the previous term, the 2022 TUS 2nd term, 9,477 

positions were opened. We believe that the 99.6% placement rate we observed in the 2023 TUS 

1st term resulted from the increase in the number of opened positions. However, in the 2023 

TUS 2nd term, despite more EM positions being opened compared to the 1st term, the fact that 

one-third of these positions remained. Excluding the almost 100% fill rate of Emergency 

Medicine positions in the 2023 TUS 1st term, the increase in the number of vacant positions in 

the 2nd term placement results suggests a continued decline in interest in emergency medicine, 

vacant suggests a return to the situation where EM is not a preferred specialty. 

In a study, reasons such as "TUS score," "department's risk/malpractice ratio," and "working 

hours arrangement" have been suggested as influential factors in physicians' TUS specialty 

preferences5. We also believe that the fact that EM positions remain vacant is related to these 

factors. Furthermore, in the study conducted by Yapalak et al., EM e was identified as one of 

the least preferred specialties5. The same study revealed that factors such as "likelihood of 

exposure to violence, department workload and stress, working hours arrangement, number of 

shifts, and intensity" were found to be influential in specialty preferences5. Unfortunately, EM 

encompasses all these negative factors. 

Incidents of violence, believed to be on the rise in the healthcare sector, are among the factors 

negatively affecting work motivation9-11. Intensive and long working hours can also be 
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indicators of burnout syndrome10, 12-14. In the EM field, these negative factors are already 

present. Measures addressing these concerns can enhance workforce motivation in the 

healthcare sector, thereby increasing satisfaction with healthcare services and the job 

satisfaction of employees. Furthermore, regulations in these areas could elevate the EM 

specialty to a more desirable position. 

Under the Mandatory Financial Liability Insurance for Medical Malpractice (ZMSS), 

specialties are divided into four risk groups based on the level of risk, with Group 1 being the 

lowest risk and Group 4 the highest15. In Group 4, there are specialties such as Emergency 

Medicine, Anesthesiology and Reanimation, Neurosurgery, General Surgery, Thoracic Surgery, 

Obstetrics and Gynecology, Cardiovascular Surgery, Orthopedics and Traumatology, and 

Plastic and Reconstructive Surgery17. As observed, EM is classified in Group 4. In a study, the 

lowest scores in TUS placement results were found in specialties belonging to Group 48. In 

another study examining the base scores of 10 TUS exams conducted twice a year over a five- 

year period from 2009 to 2013, the base scores for Group 4 were significantly lower than those 

for other groups16. 

The main reasons for physicians increasingly avoiding specialties in Group 4 include the recent 

rise in violence against healthcare professionals, which directs them towards non-clinical 

branches. Additionally, the higher risk of medical malpractice compared to other groups, 

resulting in an increasing number of lawsuits and higher awarded compensation amounts, might 

lead physicians to believe that their earnings are not proportionally increasing with the risks 

they face. 

It is well-known that the most powerful factor influencing defensive medical practices is the 

fear of being sued4. While there is ongoing debate among physicians about the increasing 

prevalence of defensive medicine, this study reveals that this situation is even reflected in the 

preferences of prospective specialist physicians16. 

In a study conducted by Budakoĵlu and colleagues in 2011-2012 with final-year medical 

students, it was noted that the specialist fields previously more frequently preferred, such as 

Plastic and Reconstructive Surgery, General Surgery, Cardiovascular Surgery, and Pediatrics, 

are now being replaced by fields considered less risky in terms of the probability of medical 

errors, such as Dermatology, Psychiatry, and Radiology17. 

In our study, excluding the situation where EM positions were almost 100% filled in the 2023 

TUS 1st period, the increase in the number of vacant positions in the 2nd period placement 

results suggests that this decline in EM may continue. Although the TUS score and the 
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fill/vacancy rates of specialty positions may not have a direct correlation with qualified and 

good medical practice, they still indicate the priorities of prospective specialist physicians. 

This study has limitations, including the inclusion of only the placement results of the two TUS 

periods in 2023. Examining the TUS placement results from previous years and comparing 

them with the results of our study could provide more information regarding Emergency 

Medicine preferences. 

 

CONCLUSION:  

This study's findings indicate a changing trend in physicians' preferences for the EM specialty 

throughout the year. While there were almost no vacant positions in the EM slots during the 

first period of the 2023 TUS, just one period later, in the TUS 2nd period, despite an increase 

in the number of EM positions compared to the first period (from 733 to 948), it is observed 

that one-third of these positions remained vacant (315 out of 948). Adjusting TUS quotas in 

line with changing conditions and implementing regulations such as improving physicians' 

rights and emergency service working conditions could help prevent potential disruptions. 
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Table 1. Numerical information  for  the 2023 TUS 1st term 

 

 
 

Number of 

Institutions 

 

 

Quota 

 

Placed 

in 

 

Placed 

in % 

 

Vacant 

quota 

 

Vacant 

quota % 

Number 

of empty 

programs 

Average 

lowest 

score 

(SD) 

Average 

highest 

score 

(SD) 

University 
70 396 396 100 0 0 0 

49,8 

(3,38) 

55,7 

(4,53) 

TRH  

28 

 

210 

 

208 

 

99 

 

2 

 

1 

 

2 
50,5 

(3,65) 

56,8 

(4,37) 

CH 
10 125 124 99,2 1 0,8 1 

51,5 

(1,57) 

57,8 

(4,91) 

Military 

h. 
2 2 2 100 0 0 0 

47,7 

(-) 

47,7 

(-) 

TOTAL 110 733 730 99,6 3 0,4 3 50 56 

* University: University Hospital, TRH: Training and Research Hospital, CH: City Hospital, 

Military h: Military Hospital, SD: Standart Deviation 
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Table 2. Distribution  of quota placement status according to educational institutions 

 

 Kontenjan Yerleĸen p* 

University 396 396  

   0,93 

TRH 210 208  

 Kontenjan Yerleĸen p* 

University 396 396  

   0,95 

CH 125 124  

 Kontenjan Yerleĸen p* 

TRH 210 208  

   0,99 

CH 125 124  

*  Chi-square test 

 

University: University Hospital, TRH: Training and Research Hospital, CH: City Hospital. 

 

 

 

Table 3. Distribution  of average lowest placement scores by educational institutions 

 

 University TRH p* 

Average lowest 

placement score 

49,8 50,5 0,35 

 University CH p* 

Average lowest 

placement score 

49,8 51,5 0,15 

 CH TRH p* 

Average lowest 

placement score 

51,5 50,5 0,45 

*  Independent samples t-test 

 

University: University Hospital, TRH: Training and Research Hospital, CH: City Hospital. 
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Table 4. Distribution  of average highest placement scores by educational institutions 

 

 University TRH p* 

Average highest 

placement score 

55,7 56,8 0,35 

 University CH p* 

Average highest 

placement score 

55,7 57,8 0,15 

 CH TRH p* 

Average highest 

placement score 

57,8 56,8 0,45 

*  Independent samples t-test 

 

University: University Hospital, TRH: Training and Research Hospital, CH: City Hospital. 

 

 

 

Table 5. Numerical information  for  the 2023 TUS 2nd term 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

*  University: University Hospital, TRH: Training and Research Hospital, CH: City Hospital, 

Military h: Military Hospital, SD: Standart Deviation 

 
 

Number of 

Institutions 

 

 

Quota 

 

Placed 

in 

 

Placed 

in % 

 

Vacant 

quota 

 

Vacant 

quota % 

Number 

of empty 

programs 

Average 

lowest 

score 

(SD) 

Average 

highest 

score 

(SD) 

University 71 477 298 62,5 178 37,3 4 48,0 

(2,66) 

54,5 

(4,47) 

TRH 31 284 165 58,1 119 41,9 3 46,7 

(1,93) 

55,6 

(6,25) 

CH 11 187 169 90,4 18 9,6 0 49,9 

(3,99) 

57,8 

(4,16) 

Military  h. 0 0 0 0 0 0 0 --- --- 

TOTAL 113 948 635 67 313 33 7 47,9 

(2,79) 

55,4 

(5,07) 
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Table 6. Distribution  of quota placement status according to educational institutions 

 

 Quota Placed in p* 

Universtiy 477 298  

   0,55 

TRH 284 165  

 Quota Placed in p* 

Universtiy 477 298  

   <0,05 

CH 187 169  

 Quota Placed in p* 

TRH 284 165  

   <0,05 

CH 187 169  

*  Chi-square test 

 

University: University Hospital, TRH: Training and Research Hospital, CH: City Hospital. 

 

 

 

Table 7. Distribution  of vacant quotas by educational institutions 

 

 Quota Vacant quota p* 

University 477 178  

   0,4 

TRH 284 119  

 Quota Vacant quota p* 

University 477 178  

   <0,05 

CH 187 18  

 Quota Vacant quota p* 

TRH 284 119  

   <0,05 

CH 187 18  

*  Chi-square test 

 

University: University Hospital, TRH: Training and Research Hospital, CH: City Hospital. 
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Table 8. Distribution  of average lowest placement scores by educational institutions 

 

 University TRH p* 

Average lowest 

placement score 
48 46,7 <0,05 

 University CH p* 

Average lowest 

placement score 
48 49,9 0,057 

 CH TRH p* 

Average lowest 

placement score 
49,9 46,7 <0,05 

*  Independent samples t-test 

 

University: University Hospital, TRH: Training and Research Hospital, CH: City Hospital. 

 

 

 

Table 9. Distribution  of average highest placement scores by educational institutions 

 

 University TRH p* 

Average highest 

placement score 
54,5 55,6 0,06 

 University CH p* 

Average highest 

placement score 
54,5 57,8 <0,05 

 CH TRH p* 

Average highest 

placement score 
57,8 55,6 <0,05 

*  Independent samples t-test 

 

University: University Hospital, TRH: Training and Research Hospital, CH: City Hospital. 
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University: University Hospital, TRH: Training and Research Hospital, CH: City Hospital. 

 

Graph 1. According to the 2023 TUS placement results, the lowest and highest scores of 

the Emergency Medicine branch on an institution basis. 
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University: University Hospital, TRH: Training and Research Hospital, CH: City Hospital. 
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Graph 2. According to 2023 TUS placement results, vacant Emergency Medicine branch 

positions on an institution basis 

University: University Hospital, TRH: Training and Research Hospital, CH: City Hospital. 

 

Graph 3. Emergency Medicine branch positions filled on an institution basis, according 

to 2023 TUS placement results. 
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¥ZET 

 

Giriĸ 

 

Metabolik alkaloz, serum bikarbonat seviyesinin artmasēyla arteriyel kan pH'ēnēn alkali aralēĵa 

y¿kselmesine neden olan bir asit-baz bozukluĵudur. Mide i­eriĵinin aĸērē kusulmasē, v¿cuttan 

hidrojen iyonlarēnēn kaybēna, dolayēsēyla alkaloza yol a­abilen ve metabolik alkaloz 

etiyolojisinde yer alan bir diĵer durumdur. Bu olgu sunumumuzda 1 aydēr kusma ĸik©yeti ile 

acil baĸvurusu yapan, hipokloremik metabolik alkaloz ve akut bºrek yetmezliĵi nedeniyle 

etiyoloji araĸtērmak i­in hospitalize edilen ve takiplerinde pilor stenozu saptanan vakamēzē 

tartēĸacaĵēz. 

Olgu 

 

42 yaĸēnda, bilinen ek hastalēk ºyk¿s¿ olmayan erkek hasta, kusma ve halsizlik ĸikayetleri ile 

acil servisimize baĸvurdu. Son 6 ayda yaklaĸēk 20 kg kilo kaybē olduĵu ºĵrenildi. Hastanēn acil 

servisimize baĸvurusundaki vital deĵerlerinde; tansiyon arteryal: 90/60 mmHg, nabēz: 130 

atēm/dakika, v¿cut ēsēsē: 36.6 0C, solunum sayēsē:16/dakika ve oda havasēnda sat¿rasyon: %97 

olarak saptandē. Fizik muayenesinde; genel durumu orta- iyi, mukozalarē kuru ve deri turgoru 

azalmēĸ olarak gºr¿ld¿. Hastanēn dehidratasyon bulgularē dēĸēnda patolojik muayene bulgusu 

gºr¿lmedi. Acil  serviste baĸlanan tedaviyle genel durumu toparlayan hasta ileri tetkik ve tedavi 

amacēyla hospitalize edildi. Hastane yatēĸ s¿recinde gastroenteroloji tarafēndan yapēlan 

endoskopik deĵerlendirmede preplerotik antrumda darlēk saptandē. 

Tartēĸma 



Metabolik alkalozun etiyolojisi geniĸ bir yelpazede bulunabilir ve hastanēn ºyk¿s¿, fizik  
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muayene bulgularē ve laboratuvar sonu­larē bu durumun temel nedenini belirlemede kritiktir.  

 

Etiyolojide, mide i­eriĵinin aĸērē kusulmasē ve sēvē kaybē, madde kullanēmē, mide ¿lserleri ve 

pilor stenozu gibi sindirim sistemi sorunlarē yer alēr. Pilor stenozu, mide ­ēkēĸēnēn daralmasēyla 

karakterize, kusma, besin intoleransē ve kilo kaybē gibi semptomlarla ortaya ­ēkan bir 

hastalēktēr. Hastamēzda da benzer semptomlar mevcuttu ve gastroenteroloji deĵerlendirmesi 

sonucunda pilor stenozu tanēsē konuldu. Endoskopik deĵerlendirme sērasēnda prepilorik 

antrumda darlēk ve ¿lserasyon saptanmasē, bu tanēyē destekledi. 

Sonu­ 

 

Sonu­ olarak, metabolik alkalozun nedenlerinin araĸtērēlmasē ve doĵru tanēnēn konulmasē 

tedavinin baĸarēsēnē etkileyebilir. Bu olgu, kusma ĸik©yeti ile baĸvuran hastalarda pilor 

stenozunun nadir gºr¿len bir nedeni olduĵunu vurgulamaktadēr. Hastanēn klinik durumu ve 

tanēsal bulgularē, etkili bir tedavi yaklaĸēmēnēn belirlenmesinde ºnemlidir. 

Anahtar Kelimeler:  Hipokloremik metabolik alkaloz, pilor stenozu, asetazolamid 

 

 

 

The Silent Scream Of The Stomach: Metabolic Alkalosis And The Mysterious Vomiting 

 

 

 

Nurullah Par­a1, M. Murat Yazēcē1 

 

1 Recep Tayyip Erdoĵan University Medical Faculty Training and Research Hospital, 

Emergency Department, Rize, T¿rkiye 

ABSTRACT 

 

Ķntroduction 

 

Metabolic alkalosis is an acid-base disorder caused by an increase in serum bicarbonate levels, 

leading to elevation of arterial blood pH into the alkaline range. Excessive vomiting of gastric 

contents, resulting in the loss of hydrogen ions from the body, is another condition implicated 

in the etiology of metabolic alkalosis. In this case presentation, we will discuss a patient who 

presented to the emergency department with a one-month history of vomiting, leading to 

hypochloremic metabolic alkalosis and acute renal failure, necessitating hospitalization for 
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etiological investigation, and was subsequently diagnosed with pyloric stenosis during follow- 

up. 

Case 

 

A 42-year-old male patient with no known medical history presented to our emergency 

department with complaints of vomiting and weakness. It was revealed that he had lost 

approximately 20 kg in weight over the past 6 months. On arrival, his vital signs were recorded 

as follows: arterial blood pressure 90/60 mmHg, heart rate 130 beats per minute, body 

temperature 36.6ÁC, respiratory rate 16 breaths per minute, and oxygen saturation 97% on room 

air. Physical examination revealed the patient's general condition to be fair, with dry mucous 

membranes and decreased skin turgor observed, indicating signs of dehydration. Following 

initiation of treatment in the emergency department, the patient's overall condition improved, 

and he was admitted to the hospital for further investigation and management. During the 

hospitalization period, gastroenterology performed an endoscopic evaluation, revealing 

stenosis in the prepyloric antrum. 

Discusion 

 

The etiology of metabolic alkalosis can be diverse, and the patient's history, physical 

examination findings, and laboratory results are critical in determining the underlying cause. 

Etiological factors may include excessive vomiting and fluid loss, substance abuse, gastric 

ulcers, and pyloric stenosis, among other gastrointestinal issues. Pyloric stenosis is 

characterized by narrowing of the gastric outlet and presents with symptoms such as vomiting, 

food intolerance, and weight loss. Our patient exhibited similar symptoms, and following 

gastroenterology evaluation, a diagnosis of pyloric stenosis was established. The identification 

of stenosis and ulceration in the prepyloric antrum during endoscopic evaluation supported this 

diagnosis. 

Conclusion 

 

In conclusion, investigating the causes of metabolic alkalosis and establishing an accurate 

diagnosis can impact the success of treatment. This case highlights pyloric stenosis as a rare 

cause of vomiting complaints in patients. The clinical condition and diagnostic findings of the 

patient are crucial in determining an effective treatment approach. 

Keywords: Hypochloremic metabolic alkalosis, pyloric stenosis, acetazolamide 
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GĶRĶķ 

 

Metabolik alkaloz, serum bikarbonat seviyesinin artmasēyla arteriyel kan pH'ēnēn alkali aralēĵa 

y¿kselmesine neden olan bir asit-baz bozukluĵudur. Yoĵun bakēm hastalarēnda sēk­a gºr¿len 

bu bozukluk, genellikle yoĵun bakēm ¿nitesine yatēĸ sonrasēnda ortaya ­ēkar ve ĸok, asidemi, 

hacim fazlalēĵē gibi durumlarēn tedavisi i­in yapēlan agresif m¿dahalelerin bir sonucudur (1). 

Mide i­eriĵinin aĸērē kusulmasē, v¿cuttan hidrojen iyonlarēnēn kaybēna, dolayēsēyla alkaloza yol 

a­abilen ve metabolik alkaloz etiyolojisinde yer alan bir diĵer durumdur. Bu durum, aĸērē alkol 

t¿ketimi, madde kullanēmē, mide ¿lserleri ve pilor stenozu gibi bazē sindirim sistemi sorunlarēna 

baĵlē gºr¿lebilmektedir. 

Bu olgu sunumumuzda 1 aydēr kusma ĸik©yeti ile acil baĸvurusu yapan, hipokloremik 

metabolik alkaloz ve akut bºrek yetmezliĵi nedeniyle etiyoloji araĸtērmak i­in hospitalize 

edilen ve takiplerinde pilor stenozu saptanan vakamēzē tartēĸacaĵēz. 

 

 

 

 

OLGU 

 

42 yaĸēnda, bilinen ek hastalēk ºyk¿s¿ olmayan erkek hasta, kusma ve halsizlik ĸikayetleri ile 

acil servisimize baĸvurdu. Hastanēn anamnezi detaylandērēldēĵēnda yaklaĸēk 6 aydēr ara ara 

kustuĵunu son 1 aydēr kusma sēklēĵēnda artēĸ olduĵunu, s¿rekli sēcak hissettiĵini, soĵuk su 

i­tikten sonra kustuĵunu ve bunun g¿n i­inde yaklaĸēk olarak 5-6 kez tekrarladēĵē ºĵrenildi. 

Son 6 ayda yaklaĸēk 20 kg kilo kaybē olduĵu ºĵrenildi. Hastanēn acil servisimize 

baĸvurusundaki vital deĵerlerinde; tansiyon arteryal: 90/60 mmHg, nabēz: 130 atēm/dakika, 

v¿cut ēsēsē: 36.6 0C, solunum sayēsē:16/dakika ve oda havasēnda sat¿rasyon: %97 olarak 

saptandē. Fizik muayenesinde; genel durumu orta-iyi, mukozalarē kuru ve deri turgoru azalmēĸ 

olarak gºr¿ld¿. Hastanēn dehidratasyon bulgularē dēĸēnda patolojik muayene bulgusu 

gºr¿lmedi. Etiyoloji araĸtērmaya yºnelik yapēlan kan tetkiklerinde; kreatin: 1.79 mg/dL, ¿re: 

90 mg/dL, serum sodyum: 132 mmol/L, serum potasyum: 2.67 mmol/L, serum klor: 63 

mmol/L, pH: 7.51, bikarbonat (HCO3): 52 mmol/L, parsiyel karbondioksit (pCO2): 74 mmHg 

ve laktat: 2.3 mmol/L olarak saptandē. 
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Hipokloremik metabolik asidozu olan akut bºrek yetmezliĵi tablosundaki hastaya acil serviste 

sēvē res¿sitasyonuna baĸlandē. Kristaloid inf¿zyonu ile birlikte potasyum klor¿r replasmanē 

yapēlan hastanēn tedavisine kilogram dozu hesaplanarak asetozolamid 1x 500 mg tablet eklendi. 

Hiperkarbi nedeniyle monitºrize, solunum ve bilin­ takibi yapēlan hastanēn acil serviste 

baĸlanan tedavisinin 8. saatinde tekrarlanan kan tetkiklerinde; kreatin:1.48 mg/dL, ¿re: 86 

mg/dL, serum sodyum: 133 mmol/L, serum potasyum: 2.6 mmol/L, serum klor: 66 mmol/L, 

pH: 7.56, bikarbonat (HCO3): 42 mmol/L, parsiyel karbondioksit (pCO2):48 mmHg ve laktat: 

1.2 mmol/L olarak saptandē. 

 

Acil serviste baĸlanan tedaviyle genel durumu toparlayan hasta ileri tetkik ve tedavi amacēyla 

hospitalize edildi. Hastane yatēĸ s¿recinde gastroenteroloji tarafēndan yapēlan endoskopik 

deĵerlendirmede preplerotik antrumda darlēk ve 2 adet yaklaĸēk boyutlarē 5-7 mm ¿lsere alan 

saptandē. Malignite ĸ¿phesi nedeniyle yapēlan biyopsi ºrneklemesinde malignite lehine bulgu 

gºr¿lmeyip, yaygēn ¿lserasyon ve iltihabi gran¿lasyon dokusu oluĸumu izlendi. Takiplerinde 

genel durumu ve laboratuvar parametreleri d¿zelen ĸikayetleri tamamen sonlanan ve oral alēmē 

tolere edebilen hastaya proton pompa inhibitºr¿ re­ete edilerek, ayaktan takibi i­in taburcu 

edildi. 

 

 

 

 

 

 

ķekil 4. Prepilorik antrumda darlēk 

 

 

 

TARTIķMA 

 

Bu olgu sunumunda, metabolik alkaloz ve akut bºbrek yetmezliĵi nedeniyle acil servise 

baĸvuran ve pilor stenozu tanēsē konulan bir hastayē ele aldēk. Metabolik alkalozun tanēsē ve 
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tedavisi karmaĸēk olabilir. Metabolik alkaloz, serum bikarbonat seviyesinin artmasēyla arteriyel 

kan pH'ēnēn alkali aralēĵa y¿kselmesine neden olan bir asit-baz bozukluĵudur. Bu durum, 

birincil asit-baz bozukluklarēndan biridir ve yoĵun bakēm hastalarēnda sēk­a karĸēlaĸēlēr. 

Metabolik alkalozun etiyolojisi geniĸ bir yelpazede bulunabilir ve hastanēn ºyk¿s¿, fizik 

muayene bulgularē ve laboratuvar sonu­larē bu durumun temel nedenini belirlemede kritiktir. 

Etiyolojide, mide i­eriĵinin aĸērē kusulmasē ve sēvē kaybē, madde kullanēmē, mide ¿lserleri ve 

pilor stenozu gibi sindirim sistemi sorunlarē yer alēr. 

Pilor stenozu, mide ­ēkēĸēnēn daralmasēyla karakterize, kusma, besin intoleransē ve kilo kaybē 

gibi semptomlarla ortaya ­ēkan bir hastalēktēr (2). Hastamēzda da benzer semptomlar mevcuttu 

ve gastroenteroloji deĵerlendirmesi sonucunda pilor stenozu tanēsē konuldu. Endoskopik 

deĵerlendirme sērasēnda prepilorik antrumda darlēk ve ¿lserasyon saptanmasē, bu tanēyē 

destekledi. 

Tedavi yaklaĸēmē, hastanēn genel durumunu iyileĸtirmeyi ve komplikasyonlarē ºnlemeyi 

ama­lar. Hastanēn sēvē ve elektrolit dengesinin d¿zeltilmesi, asetazolamid gibi ila­larēn 

kullanēlmasē ve gerekirse cerrahi m¿dahale gibi tedaviler bu s¿re­te ºnemli rol oynar (3,4). 

Asetazolamid, proksimal renal t¿b¿ldeki karbonik anhidraz enzimlerini inhibe ederek, 

bikarbonat ve sodyumun atēlēmēnē saĵlayarak serum klor¿r konsantrasyonunu korur (4,5) Bu 

ila­, yetiĸkin hastalarda metabolik alkalozun tedavisinde etkili bir ĸekilde kullanēldēĵēna dair 

­ok sayēda ­alēĸma mevcuttur (4,6,7). 

Hastamēzēn akut bºbrek yetmezliĵi ve hipokloremik metabolik alkalozuna yºnelik erken 

dºnemede kristaloid, elektrolit ve asetazolamid tedavisi baĸlanarak takiplerinde genel 

durumunda ve tekrarlanan kan tetkiklerindeki d¿zelmenin gºzlenmesi ile tedaviye baĸarēlē bir 

yanēt alēndēĵē gºr¿lm¿ĸt¿r. 

SONU¢ 

 

Sonu­ olarak, metabolik alkalozun nedenlerinin araĸtērēlmasē ve doĵru tanēnēn konulmasē 

tedavinin baĸarēsēnē etkileyebilir. Bu olgu, kusma ĸik©yeti ile baĸvuran hastalarda pilor 

stenozunun nadir gºr¿len bir nedeni olduĵunu vurgulamaktadēr. Hastanēn klinik durumu ve 

tanēsal bulgularē, etkili bir tedavi yaklaĸēmēnēn belirlenmesinde ºnemlidir. Ayrēca, 

multidisipliner bir yaklaĸēm benimsenmesi ve hastanēn takibi de tedavi s¿recinde kritik ºneme 

sahiptir. 
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Introduction  

 

The demographic shift towards an aging population presents an increasingly formidable 

challenge, necessitating vigilant oversight and evaluation of their pharmacotherapy. Elderly 

individuals often encounter a dearth of comprehensive or precise information regarding their 

medical conditions and prescribed treatments, highlighting the critical need for enhanced 

communication and tailored educational initiatives within healthcare settings.1 A homophone, 

a fundamental linguistic concept, denotes words that share similar phonetic attributes while 

harboring distinct semantic or orthographic characteristics. Despite their phonetic resemblance, 

homophones maintain discrete lexical definitions and may occupy disparate syntactic roles. For 

instance, "flower" and "flour" represent quintessential homophones, wherein their phonetic 

congruence belies their semantic divergence: "flower" connotes a botanical bloom or blossom, 

whereas "flour" denotes a finely ground substance integral to culinary applications.2 

Within healthcare environments, medication errors arising from phonetic confusions in 

drug nomenclature present formidable obstacles. Of particular concern are the potential hazards 

engendered by phonetic ambiguities in Turkish medication terminology, which hold the 

propensity to precipitate significant lapses in medication administration within this susceptible 

demographic. 

In response to these challenges, it is imperative to explore pragmatic strategies and 

targeted interventions aimed at mitigating the risks associated with medication errors among 

elderly populations. This paper aims to contribute to this imperative by presenting a compelling 

case study featuring a 68-year-old male who, devoid of any clinical indication for 

anticoagulation therapy, presented to our Emergency Department subsequent to an acute 

ingestion of warfarin. Through a meticulous analysis of this clinical vignette, we endeavor to 

elucidate the intricate nuances surrounding medication management in geriatric patients, 

thereby advocating for the implementation of robust safety protocols to safeguard patient well- 

being. 

Case 

 

The 68-year-old male patient presents with a three-day history of oral bleeding 

accompanied by abdominal discomfort, which he attributes to gastritis. He denies concurrent 
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symptoms of diarrhea or vomiting and notes no discernible alterations in stool characteristics. 

Upon examination, vital signs indicate a blood pressure of 160/87 mmHg, a body temperature 

of 36.3ÁC, a heart rate of 74 beats per minute, a respiratory rate of 14 breaths per minute, and a 

blood oxygen saturation (sPO2) of 97%. Past medical history reveals a diagnosis of coronary 

artery disease, hypertension, and gastritis, necessitating ongoing pharmacotherapy. However, 

the patient's current medication list is unavailable, yet he mentions prior use of 40 mg 

Famotidine (brand name FamodinÈ), 100 mg Metoprolol succinate (brand name SanelocÈ), and 

100 mg acetylsalicylic acid (brand name CoraspinÈ). 

The oropharyngeal examination reveals bleeding sites suggestive of gingival origin, 

while thoracic and abdominal examinations yield no notable findings. Rectal examination 

demonstrates normal feces. Laboratory analysis reveals a hemoglobin level of 12 g/dL, a white 

blood cell count of 8.8x103/uL, and a platelet count of 245x103/uL, alongside unremarkable 

renal and hepatic profiles, electrolyte levels, and an international normalized ratio (INR) of 

21.3. Upon further inquiry, the patient confessed to substituting his prescribed medication with 

a phonetically similar one from his spouse's supply due to the depletion of FamodinÈ over the 

preceding week. Subsequent investigation into the wife's medication regimen revealed her 

prescription of warfarin, branded as CoumadinÈ, for the management of atrial fibrillation and 

stroke prevention. It became evident that the patient inadvertently ingested his wife's 

medication, CoumadinÈ, instead of his prescribed FamodinÈ. 

The patient underwent management according to the warfarin overdose protocol, 

wherein intravenous vitamin K at a dose of 10 mg was administered initially, followed by the 

administration of Prothrombin Complex Concentrate (CofactÈ) at a volume of 60 ml. The 

patient's INR levels were monitored, revealing a value of 1.5 at the 3rd hour and 1.4 at the 6th 

hour. Additionally, the patient's hemoglobin level, assessed at the 6th hour, was recorded as 11.6 

g/dL. Following the resolution of active bleeding symptoms and the absence of further decline 

in hemoglobin levels, the patient, who attained the target INR level during their stay in the 

Emergency Department, was discharged with personalized recommendations. Therapeutic 

adjustments were implemented accordingly. 

Discussion 

 

Medication misuse is a significant concern, notably among two vulnerable populations: 

the elderly and preschool children. This misuse encompasses various errors, such as incorrect 
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dosages, missed doses, medication mixing, and off-label use.3 Among the elderly, several 

factors contribute to medication errors, including polypharmacy, complex treatment regimens, 

limited awareness of medication schedules, cognitive and physical decline, reduced social 

acuity, and negative attitudes toward pharmacotherapy.4 Our analysis suggests that off-label 

drug use in advanced age is associated with declines in both social and cognitive faculties. 

Medication errors due to phonetic confusions in drug names pose significant challenges 

in healthcare settings. Studies have shown that similarities in the pronunciation of medication 

names can lead to administration errors, resulting in adverse patient outcomes. For example, in 

a study conducted by Hoffman et al., it was found that phonetic similarities between the drugs 

Celebrex (celecoxib), Cerebyx (fosphenytoin), and Celexa (citalopram) led to medication errors 

in clinical practice, highlighting the importance of distinct drug nomenclature.5 Similarly, a 

study by Gentin demonstrated that medications with similar-sounding names, such as Zantac 

(ranitidine) and Xanax (alprazolam), were frequently confused by healthcare professionals, 

underscoring the need for heightened awareness and vigilance.6 

Errors in medication names that look alike or sound alike (LASA) pose a significant risk 

as they can be mistaken for each other, leading to potential harm to patients. For instance, 

medications like mercaptamine and mercaptopurine share similarities in their names, increasing 

the likelihood of confusion. LASA errors often occur due to shared linguistic properties between 

medication names, such as phonetic or orthographic similarities. Moreover, factors like similar 

packaging, tablet appearance, strength, route of administration, or therapeutic indication further 

compound the risk of errors. Healthcare providers may inadvertently contribute to these errors 

through miscommunication or misinterpretation of drug names with similar phonetic 

characteristics. To address this issue, strategies like the use of Tall Man lettering have been 

proposed. This method involves capitalizing specific letters in drug names to emphasize their 

differences, thereby helping to mitigate medication errors related to phonetic confusions.7 

An imperative underscored, particularly in a prior investigation, is the necessity for 

vigilant monitoring of medication usage among elderly patients. Challenges in adhering to 

prescribed medication regimens were elucidated among elderly individuals post-hospital 

discharge.8 As exemplified in the patient history within our study, the adoption and 

augmentation of an electronic prescription framework, particularly tailored for individuals with 

compromised mental and social capabilities, are indispensable. Such systems should be readily 
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accessible to healthcare providers through comprehensive databases to address the multifaceted 

health concerns associated with medication use among the elderly.9 Moreover, the prioritization 

of training for personnel involved in elderly care is paramount for the effective regulation of 

medication utilization among this demographic. Local authorities and healthcare administrators 

bear additional responsibilities in fostering an environment conducive to the safe and 

appropriate administration of medications in elderly patients.10 

In conclusion, proactive measures are urgently needed to address medication misuse 

among vulnerable populations, particularly the elderly. Implementing comprehensive 

strategies, such as electronic prescription systems and targeted personnel training, is crucial to 

mitigate the risks associated with medication errors in this demographic. Additionally, 

collaborative efforts involving healthcare stakeholders and policymakers are imperative to 

ensure the safe and effective delivery of pharmacotherapy to elderly patients while minimizing 

the occurrence of medication errors. Furthermore, phonetic confusions in drug names present a 

significant challenge in medication safety, especially among the elderly population. Healthcare 

providers must remain vigilant and adopt strategies to reduce the risk of medication errors 

stemming from phonetic similarities in drug names. Collaborative efforts between healthcare 

professionals, medication safety organizations, and regulatory agencies are essential to 

effectively address this issue and improve patient outcomes. 
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INTRODUCTION  

Emergency services are intended to use resources in the care of critically ill  and injured patients, 

and the high patient density and applications to emergency services cause resources to be 

allocated to those who do not actually need emergency care. In addition to all these, this 

situation causes patients to wait longer in the emergency department, disruptions in the 

diagnosis and treatment of patients with more serious health conditions, decreased service 

quality and patient satisfaction, security-related problems and decreased productivity of 

employees. 

The aim of this study is to evaluate the demographic characteristics and clinical services 

provided to all adult patients and pediatric trauma patients who applied to Sel­uk University 

Faculty of Medicine (S¦TF) Emergency Department between 1 May 2010 and 31 May 2015; 

To contribute to the forward planning of emergency services and thus to provide faster, more 

effective and more efficient emergency health services. 

MATERIAL -METHOD  

 

The total number of patients admitted to S¦TF Hospital between 01.05.2010 and 31.05.2015, 

when the research was conducted, was determined as 2,145,147. A total of 381,063 patients 

were admitted to the Emergency Department, including pediatric trauma patients in the 0-17 

age group and adult patients over 18 years of age. According to the information received from 

the hospital, demographic characteristics (age and gender distribution, distribution of patients 
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by age groups), triage categories, triage categories by age groups, gender and triage categories, 

application days and hours, average length of stay in the emergency department, average length 

of stay by triage categories. , the results of the patients, hospitalizations from the emergency 

department, and the distribution of their diagnoses according to the ICD-10 diagnosis coding 

system were examined respectively. 

 

 

RESULTS 

 

The number of patients applying to SUTF Emergency Service was 19,491 in 2010; 59,668 in 

2011; 76,148 in 2012; 83,881 in 2013 and 94,736 in 2014; It was determined as 47,139 in the 

first five months of 2015; As of the end of 2015, this number was determined to be 109,264 

applications(Figure 1). 

When the application rates are examined; 194,448 (51.03%) of the patients who applied to the 

emergency department were male (average age 34.18Ñ20.15) (Min: 0, Max: 117); 186,615 

(48.97%) were women (average age 33.17Ñ22.74) (Min:0, Max:116). 

When the triage categories of patients applying to the emergency department are evaluated 

according to their arrival time; In the very urgent patient group, the most applied time period is 

between 19:00 and 23:00; Similarly, in the emergency patient group, it was observed that the 

most applications were between 19:00 and 23:00. In the non-urgent patient group, most 

applications were made between 18:00 and 22:00. It was determined that while there were the 

least applications during the night period between 23:00-08:00, the number of applications 

increased after 08:00-09:00. 

When the relationship between triage categories and age groups was compared, a deterioration 

in the triage category was observed as the age increased. This relationship was found to be 

statistically significant (Chi-square=803; p<0.001). When the triage categories according to the 

gender of the patients were examined, the proportion of patients designated as triage 1, 2 and 3 

in male patients was 63.69%, respectively; These rates are 54.56% and 49.37% for women and 

36.31% respectively; It was 45.44% and 50.63%. When examining the triage categories 

according to gender between two different groups, it was observed that male patient 

applications were more common in Triage 1 and 2 (Chi-square=167; p<0.01). 
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When triage categories of patients applying to the Emergency Department are evaluated 

according to months; Very urgent applications are made mostly in September (n:114); The 

fewest applications were made in May (n:64). In the emergency patient group, the highest 

number of applications was in April (n: 14573); The fewest applications were made in June 

(n:6428). In the non-urgent patient group, the highest number of applications was in March (n: 

26,974); The fewest applications were made in August (n: 13,934). The average length of stay 

of patients in the emergency department was calculated as 262 minutes. When the relationship 

between triage categories and average length of stay is examined, the average length of stay is 

203.1 minutes in patients with Triage 1; It was found to be 314.4 minutes in patients with triage 

2 and 269.1 minutes in patients with triage 3. When the average length of stay was examined 

according to triage categories, it was seen that each group was statistically different from the 

other (ANOVA test; Post Hoc Test-Tukey HSP was used for pairwise comparison of groups). 

The average length of stay of urgent patients was significantly higher than the average length 

of stay of very urgent and non-urgent patients. The average length of stay of non-emergency 

patients was significantly higher than the average length of stay of very urgent patients 

(p<0.05). 

The departments with the highest number of hospitalizations from the emergency department 

are the Orthopedics and Traumatology Service, with 5018 (20.47%) patients in the first three 

departments, respectively; 2811 (11.47%) patients in Cardiology Service (Cardiology Intensive 

Care: 373, Cardiology Service: 2468); 2505 (10.22%) patients were in the General Surgery 

Service (General Surgery Intensive Care: 146, General Surgery Service: 2359). The 

departments with the least hospitalizations from the emergency department were the Pediatric 

Emergency Service (7), the Physical Therapy and Rehabilitation Service (33) and the 

Dermatology Service (33). 

A total of 51,417 consultations were requested from other departments for patients applying to 

the Emergency Department during the period of the study. According to the data obtained from 

the hospital database, when looking at the completion times of these consultations, the 

department that completes them the fastest is; While it is a Physical Therapy and Rehabilitation 

clinic; The departments that completed it in the latest time were the Pediatric Surgery Clinic, 

Orthopedics and Traumatology Clinic and Cardiology Clinic. When we look at the reasons for 

the delay, the relevant clinics request additional examination and imaging methods for the 

patients after the initial evaluation, the insufficiency and/or decrease in the number of assistant 
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physicians working in these departments, some departments working on a call-on basis and 

delayed arrival to the emergency department due to patient density or the patient's After 

evaluation, it was determined that there were reasons such as not closing computerized 

consultations from the system. 

 

 

Figure 1. The number of patients applying to SUTF Emergency Service 

DISCUSSION 

The basic expectations of patients who apply to the emergency department are to receive fast 

and qualified service and to have their health problems resolved as soon as possible. In our 

study, the average length of stay of patients in the emergency department was found to be 262.2 

minutes. In the study of Oktay et al., the average length of stay in the emergency department 

was found to be 3.3 hours (3). According to CDC data in the USA, the average length of stay is 

3.2 hours (4). In another study, the average length of stay was found to be 241 minutes (5). In 

the USA, the problem of hospitalization has been shown as the most important reason for this 

length of time. 

However, considering that the number of applications to the emergency department is 

increasing, it is likely that more trained personnel and a larger area will be needed to maintain 

the current patient flow rate. In current studies, it has been stated that reducing the density of 

the emergency department can be achieved by increasing the number of applications to primary 

care units, educating patients and reducing the workload, by increasing the number of nurses, 

staff and physicians working in the emergency department, and by increasing the number of 

intensive care and ward beds in the hospital (6). 

In light of these data, the number of consultation requests is associated with patient diversity. 

Emergency services are units where patient flow must be rapid. In order for the consultations 

to be completed as soon as possible, additional tests and requests should be requested based on 
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the results and the patient should be admitted to the relevant departments quickly. Disruption 

of consultations and delays in additional tests and requests may cause crowding in the 

emergency department and cause patients and ambulances to turn away from the emergency 

room door (7,8). 

Due to the nature of emergency services, the patient population and diversity vary in many 

centers, and data such as the number of consultations, hospitalization and referral rates may 

vary. 

 

 

 

 

CONCLUSION 

 

With the development of emergency medicine in Turkey and around the world, computer- 

supported national databases should be established for patient information in all emergency 

departments and these databases should be easily analyzable. Thanks to complete records, 

collected data can be analyzed and published, improving the quality of emergency medical 

services. In order to provide quality and effective emergency health services, emergency 

medicine models should be evaluated considering their suitability for the society and the 

training status of the personnel should be reviewed. This will  be possible by analyzing the data 

obtained and evaluating the results. Annual data should be taken into account when creating 

personnel in emergency departments, and the staff characteristics of specialist physicians, 

research assistants, general practitioners, nurses and health officers, paramedics, emergency 

medical technicians, medical secretaries and caregivers should be reviewed in terms of health. 

Crowded at certain hours. Necessary arrangements must be made for the working efficiency 

and comfort of these personnel, for whom 24-hour service is essential. Patients should not have 

to wait for a long time and ideas should be generated to solve their problems. Knowing the 

characteristics of patients applying to emergency departments is extremely important for the 

quality of the service to be provided. In order to reduce inappropriate practices, patients must 

be educated and made aware of the urgency of medical situations, primary health care services 

must be provided effectively, personnel must be trained, emergency services must be designed 

to work efficiently, and they must be established correctly and effectively. 
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Introduction  

 

Kinesio tape is a therapeutic approach employing elastic treatment tape, extensively utilized in 

the management of sports injuries and various musculoskeletal conditions. Diverging from 

conventional treatment modalities, this clinical practice is characterized by its focus on four 

principal effects. Primarily, it endeavors to restore normal muscle function, thereby facilitating 

the restoration of regular mobility in patients. Furthermore, it exerts a mitigating influence on 

tissue edema and inflammation by augmenting lymphatic and vascular circulation. This method 

is tailored towards alleviating pain and rectifying potential joint dysfunctions (1, 2). 

The Kinesio taping technique boasts a broad application spectrum, particularly within the 

domain of sports injuries. This therapeutic modality is meticulously crafted to furnish robust 

support for musculoskeletal pathologies (3). Recognized as a pivotal constituent of 

multidisciplinary rehabilitation regimens, Kinesio taping plays a vital role in enhancing athletic 

performance, expediting post-injury recuperation, and mitigating movement constraints. 

Shoulder joint dislocations, specifically glenohumeral dislocations, occupy a prominent 

position among the most common joint dislocations observed in the human body. Primarily 

anterior in presentation, accounting for approximately 95% of cases, these dislocations typically 

occur when the arm is abducted and externally rotated, causing the humeral head to exert 

pressure on the anterior capsule and labrum, thus resulting in glenoid displacement. Particularly 

noteworthy is the recurrence phenomenon, especially prevalent in young athletes, where the 

rate of subsequent shoulder dislocations following the initial event can escalate to as high as 

90%. 

Urgent reduction stands as a critical intervention for shoulder dislocations, with various 

reduction methods at the clinician's disposal. Among these methods, the Cunningham technique 

distinguishes itself for its versatility, particularly in emergency room settings, and its focus on 

patient comfort (4). Subsequent to the reduction procedure, a conservative treatment protocol 

is instituted. This entails immobilization of the affected arm in a shoulder sling to curtail 

movement, alongside strategies aimed at reducing edema and alleviating pain, typically 

involving the administration of nonsteroidal anti-inflammatory drugs. This holistic treatment 

regimen serves as a robust approach towards mitigating potential complications arising from 

shoulder dislocations. 
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This case report elucidates the efficacy and implications of incorporating Kinesio Taping as a 

supplementary therapeutic intervention in the comprehensive management of a patient post 

shoulder dislocation reduction. Shoulder dislocations pose significant challenges in 

rehabilitation, necessitating multifaceted approaches for optimal recovery. Following the 

reduction procedure, the patient's rehabilitation journey encompasses not only immediate 

stabilization but also long-term functional restoration. Kinesio Taping emerges as a promising 

adjunct in this continuum of care, leveraging its purported benefits in enhancing proprioception, 

promoting neuromuscular re-education, and providing mechanical support to the affected joint. 

By exploring the nuanced effects and potential outcomes of Kinesio Taping within the context 

of shoulder dislocation rehabilitation, this case report contributes to the growing body of 

evidence informing clinical decision-making and optimizing patient outcomes in 

musculoskeletal care. 

Case Report 

 

A 29-year-old male patient presented to the emergency department with sudden onset shoulder 

pain while lifting his left arm above his head. The patient's vital signs were stable, and it was 

determined that he had experienced two previous shoulder dislocations in the same shoulder. 

His current pain resembled that of his previous dislocations and was rated as 9 on the Numerical 

Rating Scale (NRS). Physical examination revealed an apprehension sign in the left shoulder. 

Pain with movement was noted in the left shoulder joint, with the patient reporting minimal 

discomfort when keeping his shoulder in adduction and internal rotation. Anterior shoulder 

dislocation was confirmed on direct radiography. Reduction of the shoulder joint was performed 

in the emergency department using the Cunningham method without sedation or analgesia, 

resulting in a post-reduction NRS of 3. In addition to shoulder immobilization with an arm 

sling, Kinesio Taping was applied for shoulder joint stabilization. The patient's NRS was 

recorded as 1 after 30 minutes. He was prescribed dexketoprofen 25mg oraly, up to 75mg daily 

as needed. On the third day, the patient reported no pain during a telephone follow-up, with an 

NRS of 0 and did not require any analgesic throughout the treatment. He also expressed 

satisfaction with the treatment, rating it 10 out of 10 on a satisfaction scale ranging from 0 to 

10. Furthermore, the patient noted a sense of continuous support provided by the Kinesio Tape, 

based on his previous experiences with shoulder dislocations. 
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Discussion 

 

This case report outlines the successful management of a shoulder dislocation through the 

adjunctive use of Kinesio Taping subsequent to reduction in the emergency department. The 

favorable outcomes witnessed immediately post-reduction and during subsequent follow-up 

underscore the efficacy of this treatment modality. 

The literature highlights Kinesio taping as a low-risk, non-pharmacological, cost-effective 

intervention postoperatively, with promising potential to ameliorate patient outcomes by 

mitigating postoperative pain and reducing reliance on analgesics (5). This study aims to assess 

the adjunctive use of Kinesio taping alongside conventional treatment modalities to decrease 

analgesic consumption during the follow-up period of a patient recovering from shoulder 

dislocation. 

Our patient exhibited a remarkable decrease in post-reduction pain, and notably, during the 

follow-up period, the pain entirely subsided without necessitating analgesic intervention. This 

observation aligns closely with findings documented in prior research studies focusing on 

shoulder injuries. A systematic review highlighted in the existing literature suggests that 

although Kinesio taping exerts a beneficial impact on the treatment trajectory, its efficacy does 

not surpass that of placebo and steroid treatments (6). 

Navigating the precise benefits of Kinesio taping amid the potential for spontaneous recovery 

poses a formidable challenge, a conundrum illuminated both by existing literature and our own 

clinical case. Studies have highlighted the advantages of Kinesio taping in managing recurrent 

shoulder dislocations, particularly in patients with muscle weaknesses (7). This underscores the 

potential suitability of Kinesio taping for pain management and stabilization post shoulder 

dislocation. Nevertheless, further research, encompassing both clinical and neurophysiological 

investigations, is imperative to delineate the underlying mechanisms comprehensively. To 

enhance the applicability and understanding of Kinesio taping, future studies should employ 

randomized controlled trials with standardized methodologies and substantial sample sizes. 

Such research endeavors are essential to elucidate the clinical role and effectiveness of Kinesio 

taping across various applications and contexts. 
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Background: The majority of research indicates that COVID-19 during pregnancy elevates the 

likelihood of pregnancy complications. The present study aimed to explore the consequences 

of COVID-19 infection on pregnancy outcomes. 

Methods: This retrospective cross-sectional study included pregnant women with COVID-19 

at any time of pregnancy. Age, pregnancy history, medications, chronic diseases, COVID-19 

vaccination status, pregnancy complications (abortus, premature rupture of membranes 

(PROM), preterm labor, preeclampsia, bleeding), and hospitalization status of the patients were 

analyzed. Descriptive statistics were used for statistical analysis. 

Results: During pregnancy follow-up, only one patient (2%) had PROM and two patients 

(4.1%) had preterm labor. No abortions, preeclampsia, or bleeding was observed. There were 

no in-hospital deaths during the pregnancy follow-up. 

Conclusion: No association between COVID-19 infection and pregnancy complications, 

indicating an increased risk, could be established. The pregnant women included in the study 

had no abortions, preeclampsia, or bleeding. Furthermore, the risks of preterm labor and PROM 

were similar to those in the normal population. 

 

 

Keywords: COVID-19, pregnancy outcomes, complications, hospitalization 
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Introduction  

 

Physiological changes in the cardiopulmonary and immune systems during pregnancy make 

pregnant women more susceptible to infections (1). Additionally, these physiological changes 

can also affect the mother's overall health and well-being, making it important for pregnant 

women to take extra precautions to avoid infections and maintain their well-being. During the 

occurrence of a respiratory tract infection, the likelihood of both morbidity and mortality 

increases because of the physiological changes that occur during this time. Specifically, the 

increase in heart rate and oxygen consumption, expansion of the transverse diameter of the 

thorax, and decrease in lung capacity due to elevation of the diaphragm can all contribute to a 

decreased tolerance for hypoxia in pregnant women (2). In recent years, one of the most 

significant threats to the world has been the emergence of a novel coronavirus, commonly 

referred to as Covid-19 (3). Studies during the pandemic have demonstrated that expectant 

mothers and newborns are at increased risk of severe SARS-COV-2 infection. The symptoms 

experienced by these patients are similar to those observed in other adults. Notably, patients 

with Covid-19 may also experience obstetric complications, as observed in several cases (4). 

The present study aimed to explore the consequences of COVID-19 infection on pregnancy 

outcomes. 

Material  Methods 

 

This retrospective cross-sectional study included pregnant women infected with COVID-19 at 

any stage of pregnancy. Data were obtained from the hospital records and antenatal examination 

databases. The study period was from January 1, 2022, to December 31, 2022. The study 

analyzed the participants' age, pregnancy history, medications, chronic diseases, COVID-19 

vaccination status, pregnancy complications (including miscarriage, premature rupture of 

membranes (PROM), preterm delivery, preeclampsia, and bleeding), and hospitalization. 

Descriptive statistics (expressed as numbers and percentages) were used to analyze the data, 

and statistical significance was set at P < 0.05. 

Results 

 

A total of 49 pregnant women participated in the study. The average age of the subjects was 

29.61 years, with a standard deviation of 5.70 years (ranging from 19 to 41 years). The median 

number of pregnancies was 3, with a range of 1 to 8. The median number of live births was 1, 
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with a range of 0 to 4, and the abortion rate was 0, with a range of 0 to 6. 20 (40.8%) pregnant 

women had a history of at least 1 abortion. Comorbidities were present in 36.7% of the 

participants ( n= 18). Nine women (18.4%) did not use any medications during pregnancy. The 

most commonly used medications were vitamin supplements (iron/folic acid) (81.63%), 

followed by low-molecular-weight anticoagulant agents (LMWA) (57.1%). The median 

gestational age at the time of COVID-19 diagnosis was 16 weeks, with a range of 1 to 39 weeks. 

Six percent (6.1%) of the participants were hospitalized due to COVID-19 infection. Among 

the participants, 71.4% received COVID-19 vaccination. During the pregnancy follow-up, only 

2% of the women experienced preterm premature rupture of membranes (PROM), and 4.1% 

experienced preterm labor. No abortions, preeclampsia, or bleeding were observed. There were 

no in-hospital deaths during the pregnancy follow-up. These result are presented in Table 1. 

 

 

 

 

 

 

 

 

Table1. Baseline characteristics of the patients 

 

Variables n (%), (total n = 49) 

Age, mean (SD) / (min-max) 29.61 (5.70) / (19-41) 

Number of pregnancy, median (min-max) 3 (1-8) 

Number of live births, median (min-max) 1 (0-4) 

Abortion rate, median (min-max) 0 (0-6) 

Pregnant with comorbidity 18 (36.7) 

Medication during pregnancy 

Yes 

No 

Most commonly used medications 

Vitamins 

LMWA  

 

40 (81.6) 

9 (18.4) 

 

 

40 (81.6) 

28 (57.1) 

Hospitalization for COVID-19 3 (6.1) 
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COVID-19+ gestational week , median (min- 

max) 

16 (1-39) 

COVID-19 vaccination status 35 (71.4) 

Complications during pregnancy 

PROM 

Preterm labor 

Abortion 

Preeclampsia 

bleeding 

 

1 (2) 

2 (4.1) 

0 (0) 

0 (0) 

0 (0) 

 

 

Discussion 

 

Pregnancy during the COVID-19 pandemic has raised concerns about potential complications 

for both the mother and fetus. Studies have shown that pregnant individuals with COVID-19 

are at a greater risk of adverse outcomes than non-pregnant individuals (5,6). Specifically, 

severe COVID-19 infection during pregnancy has been associated with an increased risk of 

pregnancy and birth complications, particularly in women with preexisting medical conditions 

(7). In a study by Hao et al. examining the consequences of the COVID-19 pandemic on 

uninfected pregnant women, a higher rate of adverse pregnancy outcomes, including preterm 

birth, was reported in the pandemic group compared to the pre-pandemic group (8). However, 

in our study, we did not find any evidence that COVID-19 increased pregnancy complications. 

Hospitalization rates for COVID-19 in pregnancy have been a significant concern due to the 

potential impact on maternal and fetal health. Studies have shown that pregnant women with 

COVID-19 have higher rates of hospitalization compared to non-pregnant individuals. Studies 

indicate that pregnant women with COVID-19 are disproportionately hospitalized, with rates 

ranging from 10% to 31% (9-11). In our study, there were very few hospitalizations due to 

COVID-19 among pregnant women followed up. We believe that a mild infection clinic in 

pregnant women is the main reason for the low number of pregnancy complications. 

Conclusion 

 

Based on our findings, no connection was observed between COVID-19 infection and the 

development of pregnancy complications that pose a heightened risk. Among the pregnant 

women who participated in our study, there were no reported cases of abortion, preeclampsia, 
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or bleeding. Additionally, the risks of preterm labor and PROM were comparable to those in 

the general population. Notably, there was no discernible increase in hospitalization rates 

among pregnant women who tested positive for COVID-19. 
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¥ZET 

 

Giriĸ 

 

Miyokardiyal iskeminin primer nedeni, koroner arterlerin aterosklerotik lezyonlarēdēr. Klinikte, 

zemininde koroner arter hastalēĵēnēn olduĵunu bildiĵimiz hastalarda, karbonmonoksit gibi 

tetikleyici faktºrler de gºz ºn¿nde bulundurulmalēdēr. Bu yazēda, karbonmonoksit zehirlenmesi 

nedeniyle acil serviste takip edilen ve sonrasēnda geliĸen ST segment elevasyonlu miyokard 

enfarkt¿s¿ tanēsē alan bir olguyu anlattēk. 

Olgu 

 

33 yaĸēnda erkek hasta ĸiddetli baĸ aĵrēsē ĸik©yeti ile acil servise baĸvurdu. Hastanēn baĸvuru 

anēnda alēnan kan gazēnda Karboksihemoglobin (COHb) seviyesi %26,4 olarak saptandē. 

Karbonmonoksit intoksikasyonu tanēsē ile takip ve tedavi amacēyla m¿ĸahede altēna alēnan 

hastada takiplerinin 1. saati dolmadan ĸiddetli gºĵ¿s aĵrēsē geliĸti. Eĸ zamanlē alēnan 

elektrokardiyogramēnda D2-3 ve aVF derivasyonlarēnda ST segment elevasyonu izlendi. 

Ķnferior akut miyokard infarkt¿s¿ (AMI) ºn tanēsēyla kardiyolojiye kons¿lte edilen hasta takip 

ve tedavi amacēyla koroner yoĵun bakēm ¿nitesine interne edildi. 

Tartēĸma 

 

Karbonmonoksit intoksikasyonunun miyokard infarkt¿s¿ne yol a­ma mekanizmasē tam olarak 

anlaĸēlamamēĸtēr, ancak ­eĸitli olasē mekanizmalar ºnerilmiĸtir. Bunlar arasēnda, 

karbonmonoksitin aterosklerotik plaklarda inflamasyonu artērmasē, trombosit aktivasyonunu ve 

agregasyonunu artērmasē, endotel h¿cre fonksiyonlarēnē bozmasē ve vask¿ler tonusu etkilemesi 
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sayēlabilir. Bu mekanizmalarēn kombinasyonu, karbonmonoksit zehirlenmesinin miyokard 

enfarkt¿s¿ riskini artērabileceĵini gºstermektedir. 

Sonu­ 

 

Tanēya ulaĸmanēn yolu ºnyargēsēz detaylē alēnan bir anamnez, yakēn takip ve ĸik©yet geliĸmesi 

halinde yapēlacak seri elektrokardiyogram (EKG) ve kardiyak enzim takibidir. 

Anahtar Kelimeler:  Karbonmonoksit intoksikasyonu, miyokard infarkt¿s¿, acil 
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ABSTRACT 

 

Introduction  

 

The primary cause of myocardial ischemia is atherosclerotic lesions of the coronary arteries. 

Triggering factors such as carbonmonoxide should also be taken into consideration in patients 

whose clinical background we know to have coronary artery disease. In this article, we 

described a case who was followed up in the emergency department due to carbonmonoxide 

poisoning and subsequently diagnosed with ST segment elevation myocardial infarction. 

Case 

 

A 33-year-old male patient applied to the emergency room complaining of severe headache. 

The patient's Carboxyhemoglobin (COHb) level was found to be 26.4% in the blood gas taken 

at the time of admission. The patient, who was kept under observation for follow-up and 

treatment with the diagnosis of carbonmonoxide intoxication, developed severe chest pain 

before the end of the first hour of follow-up. ST segment elevation was observed in leads D2-3 

and aVF on the simultaneously taken electrocardiogram. The patient was consulted to 
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cardiology with the preliminary diagnosis of inferior acute myocardial infarction (AMI) and 

was admitted to the coronary intensive care unit for follow-up and treatment. 

Discussion 

 

The mechanism by which carbonmonoxide intoxication causes myocardial infarction is not 

fully understood, but several possible mechanisms have been proposed. These include carbon 

monoxide increasing inflammation in atherosclerotic plaques, increasing platelet activation and 

aggregation, disrupting endothelial cell functions and affecting vascular tone. The combination 

of these mechanisms suggests that carbon monoxide poisoning may increase the risk of 

myocardial infarction. 

Conclusion 

 

The way to reach a diagnosis is a detailed, unbiased anamnesis, close follow-up, and serial 

electrocardiogram (ECG) and cardiac enzyme monitoring in case of complaints. 

Keywords: Carbonmonoxide intoxication, myocardial infarction, emergency 

 

 

 

 

 

GĶRĶķ 

 

Karbonmonoksit (CO), fiziksel ºzellikleri a­ēsēndan, kokusuz, renksiz, tatsēz bir gazdēr ve bu 

ºzellikleri nedeniyle ñsessiz katilò olarak nitelendirilmektedir. CO zehirlenmesi, klinik olarak 

bulantē (%40), baĸ aĵrēsē (%46), dispne (%20) ve taĸikardi (%41) gibi sēk gºr¿len semptomlarla 

karĸēmēza ­ēkabilir. COóin hemoglobine (Hb) affinitesi, oksijenin Hbôe afinitesinden yaklaĸēk 

240 kat fazladēr ve Hbôe baĵlanarak, onun oksijen taĸēma kapasitesini bloke eder [1]. 

Miyokardiyal iskemiyi kēsaca, miyokardiyuma sunulan oksijenin talebi karĸēlayamamasē olarak 

tanēmlayabiliriz. En sēk nedeni koroner arterlerin aterosklerotik lezyonlarēdēr. Klinikte zeminde 

koroner arter hastalēĵēnēn olduĵunu bildiĵimiz hastalarda tetikleyici faktºrler de gºz ºn¿nde 

bulundurulmalēdēr. Bu olgu sunumunda, koroner arter hastalēĵē hikayesi olan, karbonmonoksit 

zehirlenmesi ile tetiklenen bir akut miyokard infarkt¿s¿ olgusu sunmaktayēz. 

OLGU 
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33 yaĸēnda erkek hasta dēĸ merkeze ĸiddetli baĸ aĵrēsē ĸik©yeti ile baĸvurmuĸ. Hasta 

ĸikayetlerinin 2 saat ºnce baĸladēĵēnē ve aynē evde yaĸayan diĵer bireylerde de olduĵunu ifade 

ediyor. ¥zge­miĸinde koroner arter hastalēĵē, hipertansiyon, hiperlipidemi ºyk¿s¿ mevcut. 

Asetilsalisilik asit, tikagrelor, atorvastatine, ramipril ve metoprolol kullanēmē mevcut. 

Fizik muayenede vital parametreleri stabil, GKS:15, bilin­ a­ēk, oryantasyon ve kooperasyon 

bozukluĵu yok. Nºrolojik muayene doĵal. Hastanēn baĸvuru anēnda alēnan EKGôsinde akut 

patolojik bulgu saptanmadē (ķekil 1). Baĸvuru anēnda alēnan kan gazēnda pH: 7,41 pCO2:42,3 

mmHg, HCO3:24,9 mmol/L, Lac:1,8 mmol/L, COHb: %26,4 olarak sonu­lanmēĸ. 

Karbonmonoksit intoksikasyonu tanēsēyla oksijen ve semptomatik tedavi baĸlanarak takip altēna 

alēndē. Hasta takiplerinin birinci saati dolmadan ĸiddeti gºĵ¿s aĵrēsē tarifledi. EKGôsinde D2-3 

ve aVF derivasyonlarēnda ST segment elevasyonu izlendi (ķekil 2). Ķnferior AMI ºn tanēsēyla 

kardiyolojiye kons¿lte edilen hasta takip ve tedavi amacēyla koroner yoĵun bakēm ¿nitesine 

interne edildi. Hastanēn yapēlan koroner anjiografi iĸlemi sonucu 2 yēl ºnce yapēlan koroner 

arterdeki plak lezyonlarē ile uyumlu olduĵu yeni geliĸen bir obstr¿ksiyon olmadēĵē raporlandē. 

CO intoksikasyonu sonrasē inferior derivasyonlarda ge­ici ST segment elevasyonu olarak 

deĵerlendirilen hasta i­in medikal izlem kararē alēndē. 

 

 

 

 

ķekil 1. Baĸvuru anēnda alēnan EKGôsinde akut patolojik bulgu yok 
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ķekil 2. Semptom geliĸtikten sonra alēnan EKGôsinde D2-3 ve aVF derivasyonlarēnda ST 

segment elevasyonu 

 

 

TARTIķMA 

 

Karbonmonoksit tatsēz, kokusuz, renksiz ve irritan olmayan bir gazdēr. Bu ºzellikleri nedeniyle 

ñsessiz ºld¿r¿c¿ò olarak da tanēmlanmēĸtēr.[2]. CO zehirlenmesi yeterince havalanmayan bir 

ortamda geliĸen herhangi bir yanma reaksiyonu sonucu, araba egzozu, end¿striyel maddeler 

veya yangēna baĵlē olarak ortaya ­ēkan CO gazēnēn solunmasē sonucu meydana gelir. ABDôde 

zehirlenmeye baĵlē ºl¿m nedenleri arasēnda ilk sērayē alēr [3]. T¿rkiyeôde de benzer olarak 

ºl¿mle sonu­lanan zehirlenme vakalarēnēn yaklaĸēk %31ôinde neden CO zehirlenmesidir [4]. 

¦lkemizden CO zehirlenmesi sonucu miyokard infarkt¿s vakalarē sēk bildirilmektedir [2,5]. 

¦lkemizde CO zehirlenmesinin sēk olmasēnēn nedenleri arasēnda soĵuk ve r¿zg©rlē bir iklimin 

olmasē, kºm¿r kullanēmēnēn yaygēnlēĵē, doĵalgaz sistem bakēmlarēnēn d¿zenli yapēlmamasē ile 

kºm¿r ve doĵalgaz kullanēmē konusunda yeterli eĵitimin verilmemesi sayēlabilir. 

Akut CO zehirlenmesi; minimal semptomlardan bilin­ kaybēna, hipotansiyon, ciddi asidemi 

veya akut solunum yetersizliĵine kadar son derece farklē klinik prezentasyonlara sahip olabilir 

[6]. Santral sinir sistemi ve kardiyovask¿ler sistem, metabolizmasē i­in y¿ksek oksijen 

seviyeleri gerektirir ve hipoksiye karĸē ­ok duyarlē sistemlerdir. CO zehirlenmesine iliĸkin 
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nºrolojik hasar iyi  bilinmesine raĵmen; orta, ĸiddetli CO zehirlenmesi olan hastalarēn 1/3ôinden 

fazlasēnda gºr¿len miyokard hasarē ile de yaygēn bir ĸekilde karĸēlaĸēlmaktadēr [7]. Miyokard 

hasarē, doku hipoksisinden kaynaklanabildiĵi gibi h¿cresel d¿zeyde hasarēn da bir sonucudur. 

COôin aynē zamanda, miyokardda inflamatuar ve imm¿nolojik reaksiyonlara neden olarak, MI 

riskini arttērdēĵē bildirilmiĸtir [8,9]. Bu vaka, CO zehirlenmesi sonrasē nadir gºr¿len ancak 

ºnemli bir komplikasyon olan miyokard enfarkt¿s¿n¿n geliĸimini vurgulamaktadēr. CO, 

hemoglobin ile y¿ksek bir afinitesi olduĵu i­in, oksijen taĸēma kapasitesini azaltēr ve doku 

hipoksisine yol a­ar. Bu da miyokardēn da etkilenebileceĵi anlamēna gelir. 

Miyokard enfarkt¿s¿, koroner arterlerdeki aterosklerotik plaklarēn r¿pt¿r¿ veya erozyonu 

sonucu tromboz oluĸmasēyla ortaya ­ēkar. CO zehirlenmesinin miyokard enfarkt¿s¿ne yol a­ma 

mekanizmasē tam olarak anlaĸēlamamēĸtēr, ancak ­eĸitli olasē mekanizmalar ºnerilmiĸtir. Bunlar 

arasēnda, karbon monoksitin aterosklerotik plaklarda inflamasyonu artērmasē, trombosit 

aktivasyonunu ve agregasyonunu artērmasē, endotel h¿cre fonksiyonlarēnē bozmasē ve vask¿ler 

tonusu etkilemesi sayēlabilir. Bu mekanizmalarēn kombinasyonu, CO zehirlenmesinin 

miyokard enfarkt¿s¿ riskini artērabileceĵini gºstermektedir. 

Bu vakada, hastanēn baĸlangē­ta CO zehirlenmesi belirtileriyle baĸvurmasē ve daha sonra 

miyokard enfarkt¿s¿ geliĸmesi dikkat ­ekicidir. Hastanēn baĸvurusu sērasēnda alēnan kan gazē 

analizi, y¿ksek COHb seviyelerini doĵrulamēĸ ve zehirlenmenin varlēĵēnē gºstermiĸtir. 

Miyokard enfarkt¿s¿ belirtileri, hastanēn gºĵ¿s aĵrēsē ĸik©yeti ve EKG bulgularē ile ortaya 

­ēkmēĸtēr. Bu, CO zehirlenmesi sonrasē miyokard enfarkt¿s¿ riskinin gºz ardē edilmemesi 

gerektiĵini vurgular. 

Bu vakada, hastanēn erken tanē ve uygun tedavi i­in acil serviste hēzlē bir ĸekilde 

yºnlendirilmesi ºnemlidir. Miyokard enfarkt¿s¿ gibi ciddi bir komplikasyon geliĸtiĵinde, hasta 

uygun bir ĸekilde kardiyoloji uzmanlarēna danēĸēlmalē ve gerekli tedaviler saĵlanmalēdēr. Bu, 

saĵlēk profesyonellerinin benzer durumlarda bilin­li olmasē ve CO zehirlenmesi sonrasē 

miyokard enfarkt¿s¿ riskini deĵerlendirmesi gerektiĵini vurgular. Ayrēca, bu vakada olduĵu 

gibi, hasta takibinin yoĵun olmasē ve belirtiler ortaya ­ēktēĵēnda hēzlē m¿dahale etmenin ºnemi 

vurgulanmalēdēr. 
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SONU¢ 

 

CO intoksikasyonu akut miyokard infarkt¿s¿ baĸta olmak ¿zere kardiyovask¿ler sistem 

¿zerinde ­eĸitli patolojilere yol a­abilir. Tanēya ulaĸmanēn yolu ºnyargēsēz detaylē alēnan bir 

anamnez, yakēn takip ve ĸik©yet geliĸmesi halinde yapēlacak seri EKG ve kardiyak enzim 

takibidir. 
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Introduction:  The aim is to clarify the first CRP levels tested in Emergency Department (ED) 

comparing of viral and bacterial pneumonia patients as a hospitalization criteria in geriatrics. 

Methods: It is a retrospective study that is researched from the database on Nucleus, lung 

images on Clearcanvas. Inclusion criteria are being Ó65 years old, hospitalized within indication 

of pneumonia between 01.12.2023-29.02.2024, evidenced of pneumonia in imaging. 

Results: There was a total of 74 patients. 46 (62.2%) of the patients were diagnosed with 

bacterial pneumonia and 28 (37.8%) with viral pneumonia. While the average age of patients 

diagnosed with bacterial pneumonia was 76.3 Ñ 8.4 years; it was 77.3 Ñ 7.4 in those diagnosed 

with viral pneumonia (p = 0.630). The mean CRP value of the patients was 143.9 Ñ 78.4 in 

patients with bacterial pneumonia, 68.3 Ñ 44.5 in those with viral pneumonia; respectively 

(p<0.001). Table 1 demontrates the mean CRP values of bacterial and viral pneumonia along 

with a comparison. Figure 1 specifies the difference on diagram. 

Conclusion: The time period was involved mostly bacterial pneumonia patients required 

hospitalization. Beside, CRP at ED in hospitalized geriatrics caused viral pneumonia was found 

lower than the bacterial ones. 

 

 

Key words: Emergency Medicine, Geriatrics, Pneumonia, CRP, Hospitalization 
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Figure 1. CRP difference between bacterial and viral  pneumonia. 
 

 

 

 

 

 

 

 

 
Bacterial 

(n=46) 

Viral  

(n=28) 

p 

CRP 143.9 Ñ 78.4 68.3 Ñ 44.5 0.001* 

Age 76.3 Ñ 8.4 77.3 Ñ 7.4 0.630 

*independent sample t test 

 

Table 1. The mean CRP values of bacterial and viral  pneumonia along with  a comparison. 
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DEATH  IN THE EMERGENCY  DEPARTMENT  CAUSED BY INABILITY  TO 

RECOGNIZE THE ENVIRONMENT  

Bilgehan Demir, Muhammed Eyy¿b Polat 

Abstract: 

 

 

Bacillary peak clinical syndrome, which causes a picture with alternating changes, amnestic 

states, involuntary movements, and hallucinations due to distal bacillary artery occlusion, is 

most frequently referred to the service as loss of consciousness (46.6%) and change with 

emergency (26.6%). .(1) The most common behavioral changes are the amount of 

environmental perception and hallucinations. This situation is seen as an abnormality or often 

normal situations during examinations in the emergency room. The fact that he has been in 

middle age for many years leads to the conclusion that the deterioration in his behavior is due 

to his life. The mortality rate of basilar artery occlusion is 86%(2). We determined that two 

cases, including one eyewitness, that we caught in a short time, were caused by bacillary hill 

therapy. We tried to emphasize the importance of assessing the damage in these patients. 

 

 

Case 1: 

 

 

 

¶ A 53-year-old male patient was brought to the emergency room due to sudden 

confusion. The only etiology was heart failure. No abnormal values were observed in 

the patient's blood tests, except for CRP: 1.3 mg/dl and WBC: 18.34. On examination, 

there was no neck stiffness, breathing sounds were normal upon auscultation, and skin 

color and natural vitals were evaluated as normal except for high blood pressure 

(180/95). In the electrocardiography (echo), ejection fraction was 60% and no valve 

movement limitation was detected. The patient's magnetic resonance imaging (MRI) 

and brain tomography (CT) were evaluated as normal (Figure 1). The patient, who was 

disoriented from time to time, was followed up as there was no improvement in the level 

of consciousness. Toxicological markers and urine tests were studied and evaluated as 
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normal. The patient was evaluated as normal by the neurology and cardiology 

department concentrations. The patient, who was followed up in the emergency room 

for 10 hours, had no change in his condition and the blood pressure continued to be 

190/100. CT and MRI images were repeated to check for sac and hypertensive 

encephalopathy. The patient's CT scan was also normal, but it was determined that the 

patient had an infarction in the bacillary area on MRI. The patient was consulted again 

to neurology, and with the preliminary diagnosis of bacillary apex infarction (Figure 2), 

the  patient  was  admitted  to  intensive  care  and  treatment  was  started. 

 picture 1 

 

 

 

picture 2  

 

 

 

 

 

Case 2 
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A 38-year-old female patient was brought to the emergency room due to a sudden change in 

consciousness that started at night. He was unconscious and had a decerebrate response to 

painful stimuli. Etiology included a history of migraine, hypertension and thyroid surgery. 

There were no abnormal findings in the patient's blood tests except Crp: 0.7 mg/dl and Wbc: 

15.30. Brain CT was evaluated as normal. diff MRI showed acute infarcts in the posterior 

system and occlusion in the bacillary artery. Thrombolytic treatment was started for the patient 

and no change was observed in his clinical condition. The patient was referred to the university 

due to the need for interventional radiology and intensive care. 

Discussion: 

 

Cerebro Vascular Disease (CVD), which develops due to bacillary artery occlusion, accounts 

for 4% of all CVDs. Bacillary apex syndrome causes a clinical picture with various loss of 

consciousness, amnestic states, involuntary movements and hallucinations due to distal 

bacillary artery occlusion (3). In the etiology of the disease; Congestive Heart Failure (CHF), 

Coronary Artery Disease (CAD), Atrial Fibrillation (AF), Diabetes Mellitus (DM), 

Hypertension (HT). Our patient was also included in the etiology of CHF. DM is a recognized 

independent risk factor for LVH and its associated morbidity and mortality are higher. (4) 

Kēroĵlu et al. reported that the most common symptoms of TOBS are motor deficits (53.3%) 

and loss. Loss of consciousness (46.6%), visual/oculomotor symptoms (43.3%), cerebellar 

dysfunction (40.0%), behavioral disorder (26.6%) and speech disorder (16.6%) were 

detected(1) . 

Results: 

 

Large lesions involving the thalamus, cerebellum and midbrain are observed in Tobs. The 

disease is observed more frequently in men than in women. Clinical course of the disease: 

Visual and oculomotor disorders, changes in mental status, behavioral disorders, cerebellar 

disorders and hallucinations. (1) For this disease, which results in death and whose initial 

symptoms are frequently seen in emergency rooms and do not suggest serious illness, even one 

patient to be detected is of vital importance, thanks to the clinicians being more careful and 

aware of TOBS. 
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Abstract 

 

Introduction and Purpose: Acute appendicitis is the most common condition requiring 

emergency abdominal surgery globally, with no specific diagnostic marker defined so far. This 

study aimed to determine the predictive value of hemogram and biochemical parameters in the 

differential diagnosis of acute and complicated appendicitis, along with clinical findings, in 

patients diagnosed with acute appendicitis. 

Materials and Methods: Our study was conducted in a retrospective cross-sectional design on 

381 patients (209 male and 172 female; average age = 35.90 Ñ 16.16 years) diagnosed with 

acute appendicitis between 2014 and 2019, with complete file data. Patients were categorized 

into three groups: normal (n = 23), acute (n = 318), and complicated (n = 40) appendicitis, and 

their hemogram and biochemical parameters were analyzed. Descriptive statistics, the Kruskalï 

Wallis H test, the One Way Anova F, the chi-square test for categorical variables, and receiver- 

operating characteristic curve analysis were used to determine the diagnostic performance of 

variables. Multiple logistic regression analyses to determine significant predictive factors of 

complicated appendicitis were used to evaluate the data. A p-value < 0.05 indicated a 

statistically significant difference. 

Results and Conclusion: The neutrophil percentage was statistically significantly higher in the 

complicated group than in the normal group (p = 0.003). The C-reactive protein (CRP) levels 

were statistically higher in the complicated group than in the normal and acute groups (p < 

0.001). The neutrophil percentage showed a 75.00% sensitivity and 47.06% specificity ([area 
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under the curve [AUC] = 0.639, 95% confidence interval [CI] = 0.556ï0.723, p = 0.004]), 

whereas the CRP level demonstrated 97.50% sensitivity and 26.98% specificity in predicting 

complicated appendicitis (AUC = 0.754, 95% CI = 0.679ï0.829, p < 0.001). The multiple 

logistic regression analysis revealed that patients with high neutrophil percentages had a 2.313- 

fold higher risk of having complicated appendicitis compared with the others ([odds ratio [OR]] 

= 2.313, 95% CI = 1.085ï4.928, p = 0.030) and patients with high CRP levels had 12.677-fold 

higher risk to have complicated appendicitis compared with the others (OR = 12.677, 95% CI 

= 1.710ï93.987, p = 0.013). High neutrophil percentage and CRP values showed that acute 

appendicitis was likely to be complicated. The diagnosis of appendicitis is multifactorial. 

Therefore, evaluating patients together with clinical and laboratory parameters may help 

diagnose appendicitis. 

Keywords: Acute appendicitis, Complicated appendicitis, Emergency department 

 

 

 

INTRODUCTION  

 

Acute appendicitis is the most common problem requiring emergency abdominal 

surgery globally with a lifetime prevalence of 7%ï8%. Therefore, abdominal emergency 

surgery is the most often performed surgical procedure playing an essential role in the 

healthcare system (1). Men and women have an 8.6% and a 6.9% respectively lifetime risk of 

developing acute appendicitis. The risk of perforation in patients with acute appendicitis ranges 

from 13 to 20 (2). 

The obstruction of the appendix lumen for various reasons results in an increase in the 

production of mucus and bacterial proliferation in the lumen. This progresses to a gradual 

increase in pressure in the lumen, an increase in appendix wall tension, necrosis, and 

perforation, and thus is a significant cause of mortality (3). Acute appendicitis can be classified 

as a normal (without any signs of inflammation), simple uncomplicated, and complicated 

(gangrenous, perforated, pelvic, or abdominal abscess) appendix based on its microscopic 

appearance (1). 

Acute appendicitis has a high prevalence; however, its diagnosis is difficult  because of 

its atypical clinical presentation. Therefore, the patientôs history, physical examination results, 

and laboratory parameters need to be evaluated (4). Nausea, vomiting, and abdominal pain from 
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the periumbilical area to the right lower quadrant are the most common symptoms of acute 

appendicitis. Defense, rebound, or percussion tenderness suggests local peritonism. Rovsingôs 

sign (palpation of the left iliac fossa, causing pain in the right iliac fossa) and psoas sign (passive 

hip extension, causing pain in the left lateral position) have limited diagnostic value for acute 

appendicitis (2). The body temperature generally does not exceed 38.3ÁC, and a higher fever 

suggests perforation (5). The risk of appendicitis is extremely low if  the patients have right iliac 

fossa pain without any signs of peritonism and their blood test results and ultrasound scan are 

normal. (2). Although ultrasonography is the most recommended radiological method, 

computed tomography has become the most widely accepted imaging method in adult patients 

(1, 3). The C-reactive protein (CRP) level, white blood cell (WBC) count, and bilirubin level 

have been defined as markers, especially in perforated appendicitis (6, 7). The CRP level is 

more likely to increase in patients whose symptoms persist for over 12 hours. Therefore, a left 

shift (combination of more than 75% neutrophils) with a high WBC count and high CRP level 

increases the sensitivity to 97%ï100% for diagnosing acute appendicitis (5). 

This study aimed to determine the predictive value of hemogram and biochemical 

parameters in the differential diagnosis of acute and complicated appendicitis together with 

clinical findings in patients diagnosed with acute appendicitis. 

MATERIALS  AND METHODS 

 

Ethical considerations: This retrospective cross-sectional study was approved by the 

local ethics committee of the Deanôs Office of Kafkas University Faculty of Medicine (dated 

30.04.2019 and numbered 80576354-050-99/125). 

Study design: In this study, the medical records of patients diagnosed with acute 

appendicitis in the emergency department and general surgery outpatient clinic of Kafkas 

University Faculty of Medicine Health Research and Application Hospital between January 

2014 and March 2019 were analyzed. Patients who underwent acute appendicitis surgery in the 

same hospital were included in a retrospective cross-sectional research design. 

Population and sample of the study: No sample selection method was used in this 

study. The patients diagnosed with acute appendicitis, whose file data were complete, were 

included in the study. Patients aged less than 18 years, whose data were incomplete, were not 

included in the study. A total of 622 patient files were analyzed within the scope of the data 
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collection form; 381 patients (172 female and 209 male; mean age 35.90 Ñ 16.16 [range 18ï84] 

years) were included in the study after excluding 241 with missing data. 

Data collection form: A data collection form was used to examine the patients 

diagnosed with acute appendicitis. Patientsô age, sex, and presenting complaints were recorded 

on this form. Patients with incomplete data and those with a history of Gilbert syndrome, Dubin- 

Johnson syndrome, alcoholism, viral hepatitis, liver disease, or biliary disease associated with 

hyperbilirubinemia were excluded. Considering the upper limits of the hospital laboratory 

values in the study, the following results were recorded in the dataset: WBC count = 3.7ï10.4 

Ĭ 103/ɛL; neutrophil percentage = 39.9%ï75.4%; neutrophil count = 1.8ï7.8 Ĭ 103/ɛL; 

lymphocyte percentage = 16.1%ï48.7%; lymphocyte count = 0.9ï3.7 Ĭ 103/ɛL; monocyte 

percentage = 3.8%ï11.1%; monocyte count = 0.3ï0.9 Ĭ 103/ɛL; eosinophil percentage = 0.8%ï 

7.3%; eosinophil count = 0.1ï 0.6 Ĭ 103/ɛL; hemogram = 10.8ï15.1 g/dL; hematocrit = 32.7%ï 

45%; platelet count = 149ï371 Ĭ 103/ɛL; alanine aminotransferase (ALT) level = 0ï33 U/L; 

aspartate aminotransferase (AST) level = 0ï32 U/L; alkaline phosphatase (ALP) level = 40ï 

130 U/L; gamma-glutamyl transferase (GGT) level = 5ï36 U/L; lipase level = 13ï60 U/L; 

amylase level = 28ï100 U/L; total bilirubin level = 0ï1.2 mg/dL; direct bilirubin level = 0ï0.3 

mg/dL; CRP level = 0ï0.5 mg/dL; glucose level = 70ï100 mg/dL; urea level = 10ï50 mg/dL; 

creatinine level = 0.5ï0.9 mg/dL; lactate dehydrogenase (LDH) level = 135ï214 U/L; and 

albumin level = 3.5ï5.2 g/dL. The patients were classified into three groups: normal (n = 23), 

acute (n = 318), and complicated appendicitis (n = 40) (perforated, gangrenous, and suppurative 

appendicitis). 

Statistical analysis 

 

Statistical analyses were performed using the Statistical Package for the Social Sciences 

20.0 package program (IBM Corporation, Armonk, NY, USA). Histograms and Q-Q plots were 

used to determine whether the variables were normally distributed. The data were expressed as 

mean Ñ standard deviation or median (first quartile to third quartile) for continuous variables 

according to the normality of distribution and as frequency (percentage) for categorical 

variables. Normally distributed variables were analyzed with a one-way analysis of variance 

(ANOVA F). Pairwise comparisons of these variables were performed using Tukeyôs or 

Tamhaneôs test depending on the homogeneity of variance. Non-normally distributed variables 

were analyzed using the KruskalïWallis test. The pairwise comparisons of these variables were 
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performed using the Bonferroni correction method. The categorical variables were analyzed 

using the chi-square tests. The diagnostic performance of the variables was evaluated with the 

receiver-operating characteristic (ROC) curve analysis and performance indicators (sensitivity, 

specificity, accuracy, positive predictive value (PPV), and negative predictive value). Multiple 

logistic regression analysis (forward conditional method) was performed to determine 

significant predictive factors of complicated appendicitis. Two-tailed p-values less than 0.05 

indicated statistically significant differences. 

RESULTS 

The male percentage was significantly higher in the complicated group than in the other 

groups (p = 0.024). A total of 96 (25.20%) cases were reported in spring, 94 (24.67%) cases in 

summer, 91 (23.88%) cases in autumn, and 100 (26.25%) cases in winter. The frequency of 

reported cases in seasons was statistically similar (p = 0.269). In addition, no significant 

differences were found between groups in terms of age and seasons (Table 1). 

 

Table 1. Summary of patient characteristics 

 Classification    

 
Normal 

(n=23) 

Acute appendicitis 

(n=318) 

Complicated 

appendicitis 

(n=40) 

 

 

p 

Age 28 (21 ï 43) 31 (22 ï 44) 40 (25 ï 55) 0.077 

Sex     

Female 14 (60.87%) 147 (46.23%) 11 (27.50%) 
0.024 

Male 9 (39.13%) 171 (53.77%) 29 (72.50%) 

Season     

Spring 8 (34.78%) 76 (23.9%) 12 (30.00%)  

Summer 5 (21.74%) 81 (25.47%) 8 (20.00%) 
0.269 

Autumn 1 (4.35%) 81 (25.47%) 9 (22.50%) 

Winter 9 (39.13%) 80 (25.16%) 11 (27.50%)  

The data are expressed as median (first quartile to third quartile) for continuous variables according 

to normality of distribution and as frequency (percentage) for categorical variables. 
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The lymphocyte counts were significantly higher in the acute group than in the complicated 

group (p = 0.007). The eosinophil counts were significantly higher in the acute group than in 

the complicated group (p = 0.028). The neutrophil percentages were significantly higher in the 

complicated group than in the normal group (p = 0.003). The lymphocyte percentages were 

significantly lower in the complicated group than in the normal and acute groups (p = 0.010). 

The eosinophil percentages were significantly lower in the complicated group than in the 

normal and acute groups (p = 0.029). No significant differences were observed between groups 

in terms of WBC counts (P = 0.543) and monocyte percentages (p = 0.974) (Table 2). 

The creatinine levels were significantly higher in the complicated group than in the 

normal group (p = 0.027). The CRP levels were significantly higher in the complicated group 

than in the normal and acute groups (p < 0.001). The calcium levels were significantly higher 

in the acute group than in the complicated group (p = 0.016). The amylase levels were 

significantly higher in the acute group than in the complicated group (p = 0.018). No significant 

differences were found between groups in terms of AST levels (p = 0.101), ALT levels (p = 

0.110), ALP levels (p = 0.434), GGT levels (p = 0.272), total bilirubin levels (p = 0.266), and 

other biochemical markers (Table 2). 

 

Table 2. Summary of hematologic markers 

 Classification    

 
Normal (n=23) 

Acute appendicitis 

(n=318) 

Complicated 

appendicitis (n=40) 

 

p 

WBC 10.15 (7.9 ï 14.9) 12.1 (9 ï 14.6) 11.45 (9.6 ï 14.2) 0.543 

Hemoglobin 13.40 Ñ 2.19 14.07 Ñ 2.12 13.59 Ñ 2.38 0.174 

Hematocrit 40.16 Ñ 6.61 42.30 Ñ 6.13 41.28 Ñ 6.79 0.200 

Neutrophil 7.94 (4.84 ï 13) 8.9 (6.33 ï 12.1) 9.18 (7.39 ï 11.9) 0.427 

Lymphocyte 1.6 (1.04 ï 2.37) ab 1.73 (1.2 ï 2.3) a 1.38 (0.92 ï 1.67) b 0.007 

Monocyte 0.61 (0.45 ï 0.8) 0.68 (0.44 ï 0.9) 0.7 (0.52 ï 0.96) 0.538 

 

Eosinophil 

0.12 (0.08 ï 0.21) 

ab 

 

0.14 (0.10 ï 0.20) a 

 

0.10 (0.08 ï 0.15) b 

 

0.028 

Neutrophil (%) 72.80 Ñ 12.64 a 74.68 Ñ 11.28 ab 79.98 Ñ 8.65 b 0.003 

Lymphocyte 

(%) 
 
20.3 (7.3 ï 28.2) a 

 
15.5 (9.5 ï 22.7) a 

11.43 (7.7 ï 14.15) 

b 

 
0.010 



210 

 

 

Monocyte (%) 6.07 Ñ 2.41 6.16 Ñ 3.69 6.07 Ñ 2.78 0.974 

Eosinophil (%) 1.1 (0.7 ï 2.3) a 1.1 (0.8 ï 1.88) a 0.9 (0.6 ï 1.53) b 0.029 

 

Platelet 

 

274 (212 ï 305) 

 

240 (204 ï 287) 

249.5 

290.5) 

(206.5 ï 
 

0.244 

Glucose 102 (88 ï 123) 100 (91 ï 115) 100 (92.5 ï 118.5) 0.634 

Urea 25 (18 ï 29) 28 (20 ï 34) 29.4 (23 ï 35.5) 0.179 

Creatinine 0.69 (0.59 ï 0.82) a 0.78 (0.63 ï 0.91) ab 0.86 (0.72 ï 1.00) b 0.027 

AST 16 (12 ï 21) 18 (15 ï 24) 17 (14 ï 21) 0.101 

ALT 14 (10 ï 16) 17 (12 ï 24) 15.5 (11.5 ï 25) 0.110 

ALP 67 (58 ï 95) 74 (63 ï 93) 78 (64 ï 103) 0.434 

GGT 10 (6 ï 23.5) 12 (7 ï 22) 16 (8 ï 27) 0.272 

 

CRP 

 

0.81 (0.35 ï 3.67) a 

 

1.93 (0.45 ï 5.43) a 

12.21 

18.38) b 

(2.69 ï <0.00 

1 

Total bilirubin 0.46 (0.32 ï 0.93) 0.69 (0.43 ï 1.02) 0.72 (0.44 ï 1.22) 0.266 

Direct bilirubin 0.18 (0.1 ï 0.34) 0.2 (0.14 ï 0.3) 0.22 (0.15 ï 0.37) 0.261 

Amylase 50.29 Ñ 21.21 ab 56.87 Ñ 24.15 a 44.00 Ñ 16.31 b 0.018 

Lipase 18 (12 ï 35) 23 (18 ï 30) 21.5 (15 ï 26) 0.124 

Albumin 4.17 (3.81 ï 4.45) 4.2 (3.7 ï 4.62) 4.08 (3.36 ï 4.4) 0.150 

LDH 211 (161 ï 228) 207 (174 ï 250) 199 (179 ï 236) 0.984 

The data are expressed as mean Ñ standard deviation or median (first quartile to third quartile) 

for continuous variables according to normality of distribution. Same letters denote the lack 

of statistically significant differences between groups. 

 

 

The evaluation of certain markers with determined cutoff points revealed that 30 

(75.00%) patients in the complicated group, 11 (47.83%) individuals in the normal group, and 

169 (53.31%) patients in the acute group had high neutrophil percentages (p = 0.026). In 

addition, 39 (97.50%) patients in the complicated group, 15 (65.22%) individuals in the normal 

group, and 234 (73.58%) patients in the acute group had high CRP levels (p = 0.002). None of 

the individuals had high lymphocyte percentages. No significant differences were found 

between groups in terms of high WBC counts (p = 0.180), high monocyte percentages (p = 

0.882), high AST levels (p = 0.708), high ALT levels (p = 0.471), high ALP levels (p = 0.472), 

high GGT levels (p = 0.461), and high total bilirubin levels (p = 0.606) (Table 3). 
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Table 3. Summary of cases with high cutoff points for certain markers 

 Classification    

 
 

Normal (n=23) 
Acute appendicitis 

(n=318) 

Complicated 

appendicitis 

(n=40) 

 

  p 

WBC (Ó 10.4) 11 (47.83%) 211 (66.56%) 25 (62.50%) 0.180 

Neutrophil (Ó 75.4%) 11 (47.83%) a 169 (53.31%) a 30 (75.00%) b 0.026 

Lymphocyte (Ó 48.7%) 0 (0.00%) 0 (0.00%) 0 (0.00%) N/A 

Monocyte (Ó 11.1%) 1 (4.35%) 13 (4.10%) 1 (2.50%) 0.882 

AST (Ó 32) 1 (4.35%) 29 (9.12%) 4 (10.26%) 0.708 

ALT (Ó 33) 1 (4.55%) 39 (12.26%) 6 (15.00%) 0.471 

ALP (Ó 105) 4 (17.39%) 36 (12.00%) 7 (17.95%) 0.472 

GGT (Ó 36) 4 (20.00%) 30 (10.83%) 4 (11.43%) 0.461 

CRP (Ó 0.5) 15 (65.22%) a 234 (73.58%) a 39 (97.50%) b 0.002 

Total bilirubin (Ó 1.2) 4 (17.39%) 59 (18.55%) 10 (25.00%) 0.606 

The data are expressed as frequency (percentage) for categorical variables. Same letters denote 

the lack of statistically significant differences between groups. 

 

 

The neutrophil percentages (Ó75.4%) demonstrated 75.00% sensitivity, 47.06% 

specificity, 50.00% accuracy, 14.29% PPV, and 94.12% negative predictive value for predicting 

complicated appendicitis. The area under the ROC curve was 0.639 (95% CI = 0.556ï0.723, p 

= 0.004). The CRP levels (Ó0.5) exhibited 97.50% sensitivity, 26.98% specificity, 34.38% 

accuracy, 13.54% PPV, and 98.92% negative predictive value for predicting complicated 

appendicitis. The area under the ROC curve was 0.754 (95% CI = 0.679ï0.829, p < 0.001). The 

WBC counts, lymphocyte percentages, monocyte percentages, AST levels, ALT levels, ALP 

levels, GGT levels, and total bilirubin levels could not be used to predict complicated 

appendicitis (Table 4). 
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Table 4. Performance indicators of complicated appendicitis 

 Cut-off Sensitivity Specificity Accuracy PPV NPV AUC (95.0% CI) p 

 

WBC 

 

Ó 10.4 

 

62.50% 

 

34.71% 

 

37.63% 

 

10.12% 

 

88.72% 

0.498 (0.403 ï 

0.592) 
0.961 

Neutrophil 

(%) 

Ó 

75.4% 

 

75.00% 

 

47.06% 

 

50.00% 

 

14.29% 

 

94.12% 

0.639 (0.556 ï 

0.723) 
0.004 

Lymphocyte 

(%) 

Ó 

48.7% 

 

0.00% 

 

100.00% 

 

89.47% 

 

N/A 

 

89.47% 

0.357 (0.278 ï 

0.436) 
N/A 

 

Monocyte (%) 

Ó 

11.1% 

 

2.50% 

 

95.88% 

 

86.05% 

 

6.67% 

 

89.32% 

0.521 (0.414 ï 

0.628) 
0.664 

 

AST 

 

Ó 32 

 

10.26% 

 

91.20% 

 

82.89% 

 

11.76% 

 

89.88% 

0.437 (0.341 ï 

0.533) 
0.197 

 

ALT 

 

Ó 33 

 

15.00% 

 

88.24% 

 

80.53% 

 

13.04% 

 

89.82% 

0.487 (0.393 ï 

0.581) 
0.786 

 

ALP 

 

Ó 105 

 

17.95% 

 

87.62% 

 

80.11% 

 

14.89% 

 

89.84% 

0.536 (0.433 ï 

0.639) 
0.462 

 

GGT 

 

Ó 36 

 

11.43% 

 

88.55% 

 

80.42% 

 

10.53% 

 

89.46% 

0.582 (0.486 ï 

0.679) 
0.110 

 

CRP 

 

Ó 0.5 

 

97.50% 

 

26.98% 

 

34.38% 

 

13.54% 

 

98.92% 

0.754 (0.679 ï 

0.829) 
<0.001 

 

Total bilirubin 

 

Ó 1.2 

 

25.00% 

 

81.52% 

 

75.59% 

 

13.70% 

 

90.26% 

0.545 (0.443 ï 

0.646) 
0.354 

AUC: Area under the ROC curve; CI: confidence interval; NPV: negative predictive value; PPV: positive 

predictive value. 

The logistic regression analysis was performed to determine significant markers to 

predict the presence of complicated appendicitis. Patients with high neutrophil percentages 

(Ó75.4%) had 2.313-fold higher risk of having complicated appendicitis compared with the 

others (OR = 2.313, 95% CI = 1.085ï4.928, p = 0.030), and patients with high CRP levels 

(Ó0.5) had 12.677-fold higher risk of having complicated appendicitis compared with the others 

(OR = 12.677, 95% CI = 1.710ï93.987, p = 0.013). Other variables in the model, such as WBC 

counts (p = 0.075), monocyte percentages (p = 0.974), AST levels (p = 0.719), ALT levels (p = 

0.615), ALP levels (p = 0.642), GGT levels (p = 0.941), and total bilirubin levels (p = 0.840), 

were found to be nonsignificant (Table 5). 
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Table 5. Significant predictive factors of complicated appendicitis, as revealed by multiple 

logistic regression analysis 

 ɓ 

coefficient 

Standard 

error 
Wald p Exp (ɓ) 95.0% CI for ɓ 

Neutrophil (Ó 

75.4%) 

 

0.838 

 

0.386 

 

4.720 

 

0.030 

 

2.313 

 

1.085 

 

4.928 

CRP (Ó 0.5) 2.540 1.022 6.174 0.013 12.677 1.710 93.987 

(Constant) -4.951 1.035 22.887 <0.001 0.007   

Dependent variable: Complicated appendicitis; Nagelkerke R2 = 0.112   

CI: Confidence interval.   

 

 

DISCUSSION 

 

No specific marker exists for diagnosing acute appendicitis, and a thorough evaluation 

of the clinical, laboratory, and radiological findings of patients is required. A delay in the 

diagnosis of the disease may lead to appendiceal perforation and peritonitis. Portal sepsis and 

empyema develop because of complicated appendicitis, causing damage to hepatocytes and 

hyperbilirubinemia. Portal sepsis is associated with Escherichia coli and Bacteroides fragilis 

endotoxins, and their negative effects on bile flow may cause hepatocyte damage (8). 

Al -Abed et al. reported that a majority of patients diagnosed with acute appendicitis 

were men. They found that WBC counts, neutrophil percentages, lymphocyte percentages, 

monocyte percentages, and AST, ALT, bilirubin, and CRP levels were higher and more 

significant in the positive appendicitis group compared with the negative appendicitis group. 

However, the clinical findings of the perforated appendix were more prominent, and hence Al - 

Abed et al. stated that the presence or absence of elevated bilirubin levels should not cause a 
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delay in treatment (9). Sand et al. reported that the bilirubin levels were higher in patients with 

perforated appendix than in those without perforation. They also stated that the specificity of 

the bilirubin level was quite high but its sensitivity was low compared with the WBC count and 

CRP level. The same study emphasized that a perforated appendix was more likely in patients 

with high bilirubin levels and could be an important cause of mortality (10). Another study 

reported that WBC count and CRP level were significant predictors of both acute and 

complicated appendicitis. In contrast, bilirubin was an essential predictor of complicated 

appendicitis, along with other predictors. In addition, WBC count had a sensitivity of more than 

80% in both acute and complicated appendicitis, whereas CRP and bilirubin levels 

demonstrated higher specificity, especially for complicated appendicitis. This suggested that 

the diagnostic values of WBC count and CRP and bilirubin levels exhibited similar specificity 

and sensitivity in acute appendicitis (6). In the present study, the neutrophil percentage and CRP 

level tended to increase after complicated appendicitis. No significant difference was found 

between acute and complicated appendicitis in the analyses of total and direct bilirubin levels. 

Emmanuel et al. found that hyperbilirubinemia was an essential marker for not only 

perforated appendix but also acute appendicitis. They also reported that the CRP level had 71% 

specificity, whereas hyperbilirubinemia had 88% specificity and 91% PPV in acute 

appendicitis. However, they reported that no clinical or laboratory test alone could predict acute 

appendicitis reliably and that a combination of medical history and clinical, laboratory, and 

radiological examinations should be used for diagnosis and treatment. (11). Similarly, Xharra 

et al. reported that the combination of CRP level, WBC count, and neutrophil percentage had 

higher diagnostic accuracy in acute appendicitis. The CRP level is not an appendicitis-specific 

biochemical parameter. Therefore, clinicians should rely on their own knowledge, laboratory 

tests, and imaging methods while diagnosing appendicitis. In addition, missed or delayed 

diagnosis was an essential factor in diagnosing complicated appendicitis (12). Yang et al. 

conducted a study with patients aged 60 years and older and reported a lower sensitivity of 

WBC count than neutrophil percentage and CRP level in standard reference ranges. The CRP 

levels are correlated with the severity of inflammation, and higher levels are recorded in more 

advanced diseases. However, a normal CRP level cannot exclude appendicitis, especially in the 

early phase of acute inflammation (13). In the present study, a majority of patients had been 

diagnosed with acute appendicitis and evaluated both clinically and using laboratory and 

imaging methods. Late diagnosis of acute appendicitis may increase the possibility of 
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developing complicated appendicitis. Therefore, combining laboratory parameters with 

ultrasonography/computed tomography in diagnostic procedures can be useful in diagnosing 

acute appendicitis and excluding other causes of abdominal pain. 

This was a single-center, cross-sectional study. It was conducted with a small sample 

size and relied on the patient file data, limiting the generalizability of the findings. 

Conclusions 

 

Appendicitis is still a frequent cause of emergency surgical intervention. Although WBC 

count did not significantly differ between the groups in this study, the neutrophil percentage 

increased in patients with acute appendicitis. In addition, high CRP levels were associated with 

the severity of inflammation. No specific marker exists for acute appendicitis. Therefore, the 

clinical findings, biomarkers, and advanced imaging methods facilitate this challenging 

diagnosis in patients presenting to the emergency department with right lower quadrant pain. 
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ABSTRACT 

 

Introduction  

 

Non-traumatic intracerebral hemorrhages constitute approximately 15-20% of all stroke cases. 

The aim of study, investigate the demographic data of patients with non-traumatic intracerebral 

hemorrhage, analysis of laboratory results in terms of inflammatory and bleeding parameters, 

the region of the brain and the type of bleeding, surgical requirements and in-hospital mortality. 

Material  Method 

 

This retrospectively designed study included patients with non-traumatic intracerebral 

hemorrhage who were admitted to the Emergency Department of Nigde Omer Halisdemir 

University Training and Research Hospital as outpatients or by ambulance between January 1, 

2023 and December 31, 2023. 

Age, sex, presence of hypertension (HT), anticoagulant use, emergency room laboratory results, 

brain computed tomography (CT) results, hospitalization duration, treatment methods 

(surgical/medical) and hospital mortality were analyzed. 

Results 

 

The median value of albumin was lower in female patients compared to male patients 

(p=0.004). Patients with subdural hemorrhage were found to be more likely to undergo surgery 

and patients with thalamus hemorrhage were found to be less likely to undergo surgery 

(p=0.005). Occurrence of complications (ex) in patients who underwent surgical procedures 

was found to be higher than expected. The risk of complications (ex) in surgical patients is 4.6 

times higher than in non-surgical patients. (Odds Ratio: 4.6, CI 95% [1.12-18.86], p=0.034) 

Conclusion 
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In patients with non-traumatic intracerebral hemorrhage, inflammation markers taken in the 

acute period in the emergency department may be within normal limits and may not have a 

direct relationship with in-hospital mortality. In these patients, more thought should be given to 

the decision of surgical treatment and the benefit/loss ratio should be well analyzed in terms of 

survival. 

Key words: Non-traumatic, Intracerebral, Hemorrhage, Emergency. 

 

 

 

INTRODUCTION  

 

Non-traumatic intracerebral hemorrhages constitute approximately 15-20% of all stroke cases 

(1). They are divided into two subgroups as primary and secondary. Primary intracerebral 

hemorrhages are caused by hypertension (HT) or amyloid angiopathy. Secondary intracerebral 

hemorrhages are due to another underlying cause such as bleeding diathesis, neoplasms, 

vascular malformations and conversion of ischemic stroke to hemorrhagic stroke (2). HT is the 

cause of more than 60% of primary bleeding. HT-induced hemorrhages are most commonly 

observed in the posterior fossa, pons, basal ganglion and thalamus (3). On the other hand 

subdural and subarachnoid hemorrhage is usually secondary to trauma in adults (4). 

Hematoma formation in brain parenchymal tissue activates the inflammatory process and 

causes imbalance in hemostatic mechanisms (5). After acute hemorrhage, edema around the 

hemorrhage and swelling in the brain parenchymal tissue are observed with the effect of 

inflammatory cytokines and thrombin (6). The effects of the presence of inflammation after 

intracerebral hemorrhage on recovery in the subacute and chronic periods have not been fully 

clarified (7). 

In this study, we aimed to investigate the demographic data of patients with non-traumatic 

intracerebral hemorrhage, analysis of laboratory results in terms of inflammatory and bleeding 

parameters, the region of the brain and the type of bleeding, surgical requirements and in- 

hospital mortality. 
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MATERIAL  METHOD  

 

This retrospectively designed study included patients with non-traumatic intracerebral 

hemorrhage who were admitted to the Emergency Department of Nigde Omer Halisdemir 

University Training and Research Hospital as outpatients or by ambulance between January 1, 

2023 and December 31, 2023. 

Computed tomography (CT) images of the brain of patients with diagnosis codes I67.9 

(Cerebrovascular Disease), I69 (Sequelae of Intra Cerebral Hemorrhage), I60 (Subarachnoid 

Hemorrhage), R58 (Hemorrhage) were scanned through the hospital automation system 

Karmed. 

Age, sex, presence of HT, anticoagulant use, emergency room laboratory results, brain CT 

results, hospitalization duration, treatment methods and hospital mortality were analyzed. 

Patients under 18 years of age, patients with traumatic intracerebral hemorrhage, and cancer 

patients were excluded. 

Statistical Analysis 

 

Statistical data analysis was performed with Windows SPSS version 26.0 (IBM Corp., Armonk, 

NY, USA). 

Categorical variables such as sex, history of HT and anticoagulant use, region of the brain (right, 

left, bilateral), type of bleeding (subdural, intraparenchymal, thalamus, cerebellar, basal 

ganglion, subarachnoid), treatment (surgical/medical) and hospital mortality status were 

presented as numbers and percentages. 

Shapiro-Wilk  test was applied to show whether the quantitative data were normally distributed. 

Age, leukocyte (WBC), prothrombin time (INR), C-reactive protein (CRP), albumin, 

neutrophils, lymphocytes, and length of hospitalization were given as median (Inter Quartile 

Range (IQR) 25-75) and platelet (PLT) value as mean Ñ standard deviation. 

Student's t-test was used to investigate the relationship between the normally distributed PLT 

value and categorical variables. Mann Whitney U test was used to investigate the relationship 

between categorical variables and other quantitative data that did not show normal distribution. 

Chi-square test was used to investigate whether there was a statistically significant relationship 

between categorical data and each other. In the comparison of categorical parameters between 
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living and deceased patients, only the surgical and medical treatment group was found to be 

statistically significant. Therefore, univariate binary regression analysis was used to calculate 

the risk of in-hospital mortality in surgically and medically treated patients. p<0.05 was 

considered statistically significant. 

RESULTS 

 

Forty-five patients who met the study criteria were identified. Thirty-one (68.9%) patients were 

male and 14 (31.1%) were female. The median age was 74 years (IQR 63.5-83). In the 

background screening of the patients, 24 patients had HT (53.3%) and 20 patients (44.4%) were 

taking anticoagulant drugs. 27 patients [19 men, 8 women] had right-sided bleeding (60%), 15 

patients [9 men, 6 women] had left-sided bleeding (33.3%) and 3 men had bilateral bleeding 

(6.7%). There were intraparenchymal hemorrhage in 14 patients (31.1%), subdural hemorrhage 

in 12 (26.7%), thalamus hemorrhage in 8 (17.8%), cerebellar hemorrhage in 6 (13.3%), basal 

ganglia hemorrhage in 3 (6.7%), and subarachnoid hemorrhage in 2 (4.4%). The median length 

of hospitalization was 8 (IQR 4.5-12). 12 patients [8 males, 4 females] died after hospitalization. 

The mortality rate in the study was 26.7% (Table 1). 

Table 1. Display of descriptive data as numbers and percentages 

 

Variables Values 

Sex Male, n (%) 31 (68.9) 

Female, n (%) 14 (31.1) 

Age, median (IQR 25-75) 74 (63.5-83) 

HT Yes, n (%) 24 (53.3) 

No, n (%) 21 (46.7) 

Drug* Yes, n (%) 20 (44.4) 

No, n (%) 25 (55.6) 

Bleeding 

Area 

Right, n (%) 27 (60) 

Left, n (%) 15 (33.3) 

Bilateral, n (%) 3 (6.7) 

Typeof 

Bleeding 

Intraparenchymal, n (%) 14 (31.1) 

Subdural, n (%) 12 (26.7) 

Thalamus, n (%) 8 (17.8) 
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 Cerebellar, n (%) 6 (13.3) 

Basal ganglia, n (%) 3 (6.7) 

Subarachnoid, n (%) 2 (4.4) 

Length of hospitalization, median (IQR 25- 

75) 

8 (4.5-12) 

After 

hospitalization 

Survival, n (%) 33 (73.3) 

Dead, n (%) 12 (26.7) 

IQR: Inter quartile range, HT: The presence of hypertension, *: The use of anticoagulant 

medication 

 

 

Subdural hemorrhage was most common in male patients, while intraparenchymal hemorrhage 

was most common in female patients. There was no statistically significant difference between 

gender and the region of the brain and types of bleeding (p>0.05). 

The median age, WBC, PLT, INR, neutrophil/lymphocyte and CRP/albumin ratios in laboratory 

analyses were compared with the presence of HT, anticoagulant use, which part of the brain the 

bleeding occurred in and types of bleeding, whether surgery was performed or not and mortality 

and no statistically significant difference was found between the groups (p>0.05). 

HT and anticoagulant use were found in 14 male patients and HT and anticoagulant use were 

found in 10 and 6 female patients, respectively. Surgical treatment was required in 13 (41.9%) 

male patients and 5 (35.7%) female patients. There was no statistically significant difference 

between gender and the presence of HT, anticoagulant use and the need for surgery (p>0.05). 

While 19 of the patients with HT lived after bleeding, 5 of them died in the hospital. Among 

anticoagulant users, 16 lived after bleeding and 4 died. The effect of the presence of HT and 

anticoagulant use on the exiting status was not found to be statistically significant (p>0.05). 

The median value of albumin was lower in female patients compared to male patients (p=0.004) 

(Figure 1). 
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Figure 1. Correlation between sex 

and albumin levels, p=0.004 

 

 

Patients with subdural hemorrhage were found to be more likely to undergo surgery and patients 

with thalamus hemorrhage were found to be less likely to undergo surgery (p=0.005) (Table 2). 

Table 2. Expected and observed treatment situations in subdural and thalamus hemorrhage 

 

 Treatment  

Surgery Medical p* 

 

Type of 

Bleeding 

Subdural Observed 8 4 
 

0.005 Expected 4.8 7.2 

Thalamus Observed 0 8 

Expected 3.2 4.8 

*  Chi-square test 
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Occurrence of complications (ex) in patients who underwent surgical procedures was found to 

be higher than expected. The risk of complications (ex) in surgical patients is 4.6 times higher 

than in non-surgical patients. (Odds Ratio: 4.6, CI 95% [1.12-18.86], p=0.034) (Table 3). 

Table 3. Risk of death among those who received surgical treatment and medical treatment 

 

Variables B Exp (B) %95 CI exp (B) 

Lower-Upper 

p-value 

Risk of death 

Surgery 

(Medical*) 

1.526 4.6 1.12-18.86 0.034 

Constant -1.749 0.174  0.01 

*Reference 

 

 

 

DISCUSSION 

 

Most studies on intracerebral hemorrhage aim to investigate risk factors and other underlying 

causes in addition to epidemiologic and demographic data. In this way, new therapeutic and 

preventive strategies can be developed (8). The state of being physically incomplete in 

individuals who survive after hemorrhage will also bring psychiatric problems. We think that 

intracerebral hemorrhage is one of the leading health problems that should be addressed in terms 

of being both an individual and a social problem. 

Non-traumatic intracerebral hemorrhage is more common in the male sex and increases with 

age (9). The number of males in our study was more than twice the number of females. The 

median age of our patients was approximately 75 years and our demographic data were found 

to be compatible with the literature. This may be explained by the fact that the vascular 

structures of the brain become more fragile with increasing age. 

HT and anticoagulant use are the main risk factors for non-traumatic intracerebral hemorrhage. 

Although HT seems to have been controlled with increased use of antihypertensive drugs in 

recent years, the incidence of anticoagulant-related bleeding has increased with increased 

anticoagulant use (10). In the study, more than half of the patients were HT patients, while the 
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rate of anticoagulant (especially warfarin) use was approximately 45%, which is not to be 

underestimated. Since both conditions are controllable risk factors, it can be concluded that the 

incidence of intracerebral hemorrhage due to HT and anticoagulant use can be further reduced 

with conscious and regular drug use. 

Intracerebral hemorrhage is usually classified clinically as lobar or deep according to 

localization (11). Non-traumatic intracerebral hemorrhages are usually intraparenchymal 

hemorrhages that rarely spread to the subarachnoid region and may or may not open into the 

ventricles (12). However, studies on which part of the brain and which type of hemorrhage 

intracerebral hemorrhages occur are limited (13). Most hypertension-related hemorrhages are 

deep and intraparenchymal (14). In this study, most of the non-traumatic brain hemorrhages 

occurred on the right side of the brain and the most common type of hemorrhage was 

intraparenchymal hemorrhage. This may be due to the fact that most of the cases were HT 

patients. The least common bleeding type was SAH. Our data support the view that SAH is 

mostly caused by trauma. 

Oxidative stress and inflammation exacerbate neuronal damage after intracerebral hemorrhage. 

Elevated WBC, neutrophil/lymphocyte ratio, CRP, CRP/albumin are associated with poor 

prognosis and increased mortality (15,16). Despite the high mortality rate in the study, 

inflammation biomarkers were not found to be high. Since the study was performed 

retrospectively, the data of some patients could not be accessed and the repetitions of 

inflammation biomarkers were not obtained in some patients. The available data are the values 

taken at the time of emergency department admission, and an increase in inflammation markers 

may have been detected during the hospital follow-up process. This is one of the main 

limitations of this study. In addition, the small number of patients may also explain our 

inconsistent results with the literature. 

There are studies showing that low albumin levels are associated with in-hospital mortality. 

However, there is no significant albumin cut-off value accepted for intracerebral hemorrhage 

(17,18). The number of males who died in the study was twice the number of females. Albumin 

levels were found to be lower in female patients compared to male patients. Although this 

difference was found to be statistically significant, it does not comply with the motto that in- 

hospital mortality and low albumin levels are directly proportional. In this context, new studies 

with more patient participation are needed. 
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Since the benefit/harm ratio of surgical treatment cannot be clearly evaluated, the treatment of 

supratentorial intracerebral hemorrhages is usually performed conservatively. It would be 

healthier for both the patient and the physician if the decision for surgical treatment is made 

after joint consultation with family members (19). In the present study, burr hole and 

decompressive craniotomy were performed as surgical treatment. The main aim of surgical 

interventions is to reduce intracranial pressure by drainage of the hematoma and 

decompression. Since thalamus hemorrhages are deeply localized, medical treatment was 

mostly preferred. In subdural hemorrhages, on the other hand, surgical treatment was applied 

more than expected because they were closer to the cranium. However, the risk of death in 

patients who underwent surgical treatment in the study was 4.6 times higher than in the group 

that received medical treatment. When the presence of hemorrhage, the geriatric population and 

the presence of extra comorbid conditions other than hemorrhage are added to the presence of 

hemorrhage, we think that surgical treatment alone cannot be associated with the risk of death. 

In this context, we believe that prospective studies will  be more useful in confirming our results. 

 

 

CONCLUSION 

 

In patients with non-traumatic intracerebral hemorrhage, inflammation markers taken in the 

acute period in the emergency department may be within normal limits and may not have a 

direct relationship with in-hospital mortality. In these patients, more thought should be given to 

the decision of surgical treatment and the benefit/loss ratio should be well analyzed in terms of 

survival. 
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ABSTRACT 

 

Introduction and Purpose: The aim of this study was to evaluate the effect of clinical and 

laboratory values on the length of hospitalization in community-acquired pneumonia (CAP) in 

very elderly patients. 

Material  and Methods 

 

The study analyzed the demographic, clinical, and laboratory data of patients aged Ó 85 years 

admitted to the emergency department (ED) of Niĵde ¥mer Halisdemir Training and Research 

Hospital between 01/09/2022 and 01/09/2023, diagnosed with CAP, and transferred to wards. 

Data was accessed digitally through the hospital automation system (Karmed). Index 

calculations included CRP to albumin ratio (CAR), platelet to lymphocyte ratio (PLR), 

neutrophil to lymphocyte ratio (NLR), and hemoglobin-albumin-lymphocyte-platelet (HALP) 

score. Data were analyzed using SPSS 27 with appropriate tests (descriptive statistics, chi- 

square test, t-test, and correlation analysis), and statistical significance was determined at p < 

0.05. 

Results 

 

The study included 76 patients who met the inclusion criteria. The number of patients with Ó3 

comorbid diseases was 46 (60.5%) and the number of patients with <3 comorbid diseases was 

30 (39.5%). 42 patients (55.3%) were hospitalized for seven days or less and 34 patients 

(44.7%) were hospitalized for more than seven days. The mean duration of hospitalization was 

7.37 days Ñ 3.36 (min: 1, max: 15). The length of hospitalization of patients with Ó 3 comorbid 

diseases was found to be higher and statistically significant compared to patients with <3 

comorbid diseases (p= 0.011). The PLR and HALP scores of individuals hospitalized for Ò 7 
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days differed significantly from those of patients hospitalized for Ó 7 days (p= 0.001), but no 

statistically significant difference was observed in NLR and CAR levels (p= 0.055 and p= 

0.259, respectively). 

Conclusion 

 

The findings revealed that patients with a higher number of comorbid diseases had significantly 

longer hospital stays. Moreover, PLR, and HALP scores were associated with prolonged 

hospitalization, whereas no significant correlation was observed with NLR and CAR levels. 

These results underscore the importance of considering both clinical and laboratory factors in 

managing CAP in very elderly individuals, potentially aiding in optimizing treatment strategies 

and resource allocation to improve patient outcomes. 

Keywords: Community-acquired pneumonia; Comorbidity; Laboratory parameters; Length of 

hospitalization; Very elderly patient 

 

 

INTRODUCTION  

 

Community-acquired pneumonia (CAP) is a prevalent and potentially serious respiratory 

infection caused by various pathogens acquired in the community (1). Elderly individuals are 

more susceptible to CAP due to factors such as incompetent immunity, decreased mucociliary 

function, cardiopulmonary dysfunction, and comorbidities (2). Early recognition of CAP in the 

elderly is crucial as it can present diagnostic challenges and lead to delays in appropriate 

interventions (3). Risk factors affecting the length of hospitalization for community-acquired 

pneumonia (CAP) in elderly patients include reduced functional capacity, residence in long- 

term care facilities or nursing homes, obesity, chronic medical conditions, recent respiratory 

tract infections, immunosuppressive medications, drowsiness on admission, low oxygen 

saturation levels, malnutrition, and the presence of parapneumonic pleural effusion (4). 

Additionally, factors such as the initial antimicrobial regimen, clinical failure, and mortality 

rates can influence the duration of hospitalization in elderly patients with CAP (5). 

However, there is limited information on the inflammatory and immunonutritional indices that 

influence the length of hospital stay of patients hospitalized with CAP in a very elderly patient 

population over 85 years of age 
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This study aimed to evaluate the effect of clinical and laboratory values on the length of 

hospitalization of patients with community-acquired pneumonia (CAP). 

 

 

MATERIAL  AND METHODS 

 

Study design and patient selection 

 

The study was designed in a retrospective manner. Demographic, clinical and laboratory data 

of the patients were analyzed. Patient data were accessed digitally through the hospital 

automation system (Karmed) and through physical patient files. Demographic and clinical data 

included age, gender, comorbidity status and number of comorbidities, and length of 

hospitalization. In the laboratory, hemogram (white blood cell (WBC, x103/mL), neutrophil 

(x103/mL), lymphocyte (x103/mL), hemoglobin (g/dL), and platelet (x103/mL); biochemistry 

(alanine aminotransferase (ALT, U/L), aspartate aminotransferase (AST, U/L), urea (mg/dL), 

creatinine (mg/dL), C-reactive protein (CRP, mg/dL), and albumin (g/L) were recorded. 

Index calculations 

 

CRP to albumin ratio (CAR): CRP to albumin ratio; platelet to lymphocyte ratio (PLR): platelet 

to lymphocyte ratio; neutrophil to lymphocyte ratio (NLR): neutrophil to lymphocyte ratio. 

HALP: Calculated by the formula [hemoglobin (g/L) x albumin x lymphocytes] / platelets. 

 

 

Inclusion and exclusion criteria  of the study 

 

This study included all patients aged 85 years and older who were admitted to the emergency 

department of Niĵde ¥mer Halisdemir Training and Research Hospital between 01/09/2022 

and 01/09/2023 with a final diagnosis of CAP and hospitalized in the ward. Patients under 85 

years of age, patients whose data were not clearly available, patients whose main diagnosis was 

not pneumonia, patients who were admitted to the intensive care unit, and patients who were 

admitted to the ward via outpatient clinic were excluded from the study. 

Statistics Analysis 

 

All  data were entered into Excel (Microsoft Office 2010, Redmond, WA, USA) and statistical 

analyses were performed using SPSS (IBM SPSS Statistics Version 27, SPSS Inc., Chicago, 
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IL). In descriptive statistics related to research data, categorical variables were expressed as 

numbers and percentages; continuous data were expressed as mean Ñ standard deviation (SD) 

or median (minimum-maximum). Shapiro Wilk  test was performed to test whether continuous 

quantitative data were normally distributed. Pearson correlation or Spearman rho correlation 

analysis was used to determine the relationship between quantitative data. Chi-square analysis 

was performed to evaluate the relationship between categorical variables and length of hospital 

stay. For this purpose, patients admitted to the ward were categorized into two groups in terms 

of length of stay ( group 1: Ò7 days, group 2: > 7 days) and number of comorbities (group 1: 

<3, group 2: Ó3). Appropriate tests were used to compare the means of quantitative variables 

affecting mortality between these groups (independent samples t test, Mann Whitney U test). A 

value of P < 0.05 was considered statistically significant. 

RESULTS 

 

The study included 76 patients who met the inclusion criteria. The number of patients with Ó3 

comorbid diseases was 46 (60.5%) and the number of patients with <3 comorbid diseases was 

30 (39.5%). 42 patients (55.3%) were hospitalized for seven days or less and 34 patients 

(44.7%) were hospitalized for more than seven days. The mean duration of hospitalization was 

7.37 days Ñ 3.36 (min: 1, max: 15). The length of hospitalization of patients with Ó 3 comorbid 

diseases was found to be higher and statistically significant compared to patients with <3 

comorbid diseases (p= 0.011). This relationship was given in the Table 1. 

 

 

 

 

 

 

Table 1. Association of LOS according to the number of comorbid diseases 

 

Number of 

comorbidity 

LOS,day 

Mean (SD) 
Total n=76 p-value* 

<3 6.17 (3.56) 30 
0.011 

Ó3 8.15 (3.01) 46 

Abbreviations: LOS, length of stay; SD, standard deviation 

 

*  t-test 
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The PLR and HALP scores of individuals hospitalized for Ò 7 days differed significantly from 

those of patients hospitalized for Ó 7 days (p= 0.001), but no statistically significant difference 

was observed in NLR and CAR levels (p= 0.055 and p= 0.259, respectively). These results are 

shown in the Table 2. 

 

 

Table 2. Association of patients' LOS with inflammatory and immunonutritional indexes. 

 

Variables LOS, day n (total= 

76) 

Mean SD Mean rank p-value* 

NLR Ò 7 42 7.09 5.24 34.12 0.055 

>7 34 11.67 10.55 43.91 

PLR Ò 7 42 181.44 89.98 31.12 0.001 

>7 34 273.84 163.92 47.62 

HALP Ò 7 42 30.64 16.86 45.83 0.001 

>7 34 21.40 15.46 29.44 

CAR Ò 7 42 2.56 2.12 35.93 0.259 

>7 34 3.22 2.46 41.68 

Abbreviations: LOS, length of stay; NLR, neutrophil-to-lymphocyte ratio; PLR, platelet-to 

lymphocyte ratio; HALP, hemoglobin-albumin-lymphocyte-platelet; CAR, C-reactive protein- 

to-albumin ratio; SD, standard deviation 

*  Mann-Whitney-U 

 

 

 

DISCUSSION 

The presence of chronic comorbidities has consistently been identified as a significant predictor 

of mortality and adverse outcomes in elderly patients with CAP. Adverse outcomes in elderly 

patients with CAP are significantly predicted by the presence of chronic comorbidities, which 

highlights the importance of comprehensive geriatric assessment and effective management 

strategies for this population (6). Research has indicated that the stacking of comorbidities is 

associated with worse short- and long-term prognoses in patients over 50 years of age 

hospitalized with CAP (7). Similar to the literature, a statistically significant correlation was 

found between an increasing number of comorbidities and prolonged hospitalization in our 
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study. On the other hand, it is important to consider that some patients with CAP may require 

longer hospital stays due to the severity of their illness, and may not necessarily have more 

comorbidities than those who are hospitalized for a shorter period of time. The HALP score and 

PLR have been identified as valuable prognostic indicators for various medical conditions, 

including pneumonia, in elderly patients. Studies have shown that the HALP score, reflecting 

nutritional and inflammatory status, can predict mortality and outcomes in patients with 

different diseases, including pneumonia (8-10). Additionally, PLR, which is a marker of 

systemic inflammation, has been associated with poor prognosis in various medical conditions, 

indicating its potential relevance in predicting outcomes in elderly patients with pneumonia 

(11). These scores provide valuable insights into the inflammatory and nutritional status of 

patients, aiding risk stratification and prognostication in elderly individuals with pneumonia. In 

our study, patients with CAP who were hospitalized for more than seven days had significantly 

higher PLR and lower HALP scores. 

 

 

CONCLUSION 

 

The findings revealed that patients with a higher number of comorbid diseases had significantly 

longer hospital stays. Moreover, PLR, and HALP scores were associated with prolonged 

hospitalization, whereas no significant correlation was observed with NLR and CAR levels. 

These results underscore the importance of considering both clinical and laboratory factors in 

managing CAP in very elderly individuals, potentially aiding in optimizing treatment strategies 

and resource allocation to improve patient outcomes. 
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